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ABSTRACT
This study is a comparative analysis of the socio-cultural determinants and 
correlates of child survival in two provinces in Indonesia: Daerah Istimewa 
Yogyakarta (DIY), and Nusatenggara Barat (NTB). In 1980, the infant mortality rate 
(IMR) for Daerah Istimewa Yogyakarta was the lowest in Indonesia, while the IMR 
for Nusatenggara Barat was the highest. The quantitative part of this study covers 
provinces, the qualitative part covers one kabupaten within each province: Kabupaten 
Gunung Kidul in Daerah Istimewa Yogyakarta and Kabupaten Sumbawa in 
Nusatenggara Barat.
Quantitative analysis of mortality data based on the 1980 census for both 
provinces points to the importance of micro, in-depth studies of socio-cultural 
determinants and correlates of child survival. Census data are unable to explain how 
or why the infant mortality rate is low in areas such as Kabupaten Gunung Kidul, a 
poor and backward area where, until the early 'seventies' often suffered from famine, 
and where adult women have a lower average level of completed education. Census 
data are also unable to explain how or why an infant mortality rate is high in 
relatively affluent areas such as Sumbawa.
This study identifies a number of important factors that underlie behaviour 
which plays an important role in determining infant and child survival in Kabupaten 
Gunung Kidul and Kabupaten Sumbawa. The connections between health-related 
intervention programmes and other aspects of social structure and behaviour seem to 
be important. Although Gunung Kidul emerged as poor compared to Sumbawa in 
terms of women education, the availability of facilities, services and food, the 
nutritional status of the children there was better than in Sumbawa. Community
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activities, particularly the women's activities organized by a few comparatively well- 
educated women in Gunung Kidul, have played a vital role in influencing women's 
attitudes towards health care and in involving of the majority of lowereducated 
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1Chapter 1
INTRODUCTION
1.1 Background to the Study
Infant and child survival is a complex phenomenon affected by socio-economic, 
biological, environmental and political factors which operate through health conditions 
and health services. Such factors include nutrition, sanitation, personal hygiene and 
control of personal illness. Many studies have addressed various aspects of child 
survival, developing distinctly different perspectives on the determinants of child 
survival (for example, Hashmi, 1979; Caldwell, 1979,1981,1986; Mosley and Chen, 
1984; Meegama, 1985; United Nations, 1985; Palloni, 1985; Cantrelle, 1986; Ruzicka, 
1986).
This study presents a comparative analysis of the socio-cultural determinants and 
correlates of infant and child survival in two provinces in Indonesia: Daerah Istimewa 
Yogyakarta (the Special Territory of Yogyakarta)1 and Nusatenggara Barat (West 
Nusatenggara)^. In 1980, the infant mortality rate (IMR) for Daerah Istimewa 
Yogyakarta was the lowest in Indonesia, while the IMR for Nusatenggara Barat 
province was the highest (Soemantri, 1983:188).
The quantitative analysis of mortality data for both provinces reported in Chapter 
2 indicates the importance of micro-level in-depth studies of the socio-cultural 
determinants and correlates of child survival. On the basis of each of the indicators used 
to describe socio-economic and environmental conditions in the study areas, Daerah 
Istimewa Yogyakarta province was more advanced than Nusatenggara Barat province.
^Also well-known as DIY (Daerah Istimewa Yogyakarta).
2Also well-known as NTB (Nusatenggara Barat)
2Conditions in Daerah Istimewa Yogyakarta were markedly superior, particularly in 
terms of education and environmental conditions. Within Daerah Istimewa Yogyakarta, 
kabupaten (regency) Gunung Kidul emerged as a poor and backward area compared 
with the remainder of the province. Socio-economic conditions in Gunung Kidul were 
quite similar to those prevailing generally in the much less developed province of 
Nusatenggara Barat. Despite the relatively backward state of Gunung Kidul, its infant 
mortality rate is low (55 per thousand live births).
The difference between the two islands of Nusatenggara Barat is striking. The 
island of Sumbawa, which consists of the three kabupaten of Sumbawa, Dompu and 
Bima, is more developed than the island of Lombok, having a higher percentage of 
educated women, more households with high economic status, and a less contaminated 
environment as measured by source of drinking water, lavatory facilities and housing 
conditions. In terms of literacy and economic status,^ these three kabupaten on 
Sumbawa were more developed than Daerah Istimewa Yogyakarta. However, the infant 
mortality rates in Kabupaten Sumbawa, Dompu, and Bima are high: 153, 165, and 168 
per thousand live births, respectively (Seman, 1986: Table 0 .9 ).
The literature suggests that, in general, better socio-economic conditions are 
associated with lower levels of infant mortality (Mosley and Chen, 1984:34). Education 
of women is also an important correlate of lower infant mortality. Evidence from a 
variety of sources indicates that mothers with less education generally have a larger 
number of their children die during infancy or childhood than mothers with more 
education (Caldwell, 1979:408-413, 1981:75-76; Cochrane et al, 1980:58-60; 
Adioetomo, 1985:21; Ewbank, et al.,1986:48).
This argument fails to adequately account for infant mortality in Kabupaten 
Gunung Kidul. It is well-known as the poorest kabupaten in Daerah Istimewa 
Yogyakarta, and the southern part of this kabupaten has often received prominence as
3 A full discussion of these variables is to be found in Chapter 2.
3being one of the most critically poor areas of Indonesia (McDonald and Sontosudarmo, 
1976:81). It has a low standard of living (Hatmadji, 1990:181), has a long history of 
food-problems and, until the early 'seventies', often suffered from famine (Timmer, 
1961:380-392; Junus, 1975:4; McDonald and Sontosudarmo, 1976:68). In 1980 
Kabupaten Gunung Kidul also had the highest percentage of illiterate female population 
and the lowest percentage of female population with completed primary school (Table 
2.2 and Table 2.3).
Census data cannot be used to explain how and why the infant mortality rate is 
low in Gunung Kidul which is a poor and backward area where adult women have a 
lower average level of completed education. This is because of the inherent nature of 
census (and most large-scale survey) data, which focus on simple questions that may 
fail to elicit information about important behaviours underlying a situation. Census data 
do not provide adequate information on the biological, socio-economic, and 
environmental conditions that largely determine a child's survival. For example, few of 
the variables in the Mosley and Chen (1984:25-45) framework could be operationalised 
from most census data sets. Censuses and surveys provide little information about 
traditions, norms and attitudes, and the responses that are sometimes available from a 
specialized survey are difficult to evaluate or interpret. They provide no direct 
information about the processes or mechanisms.
This study covers two kabupaten (regencies): Kabupaten Gunung Kidul in Daerah 
Istimewa Yogyakarta , and Kabupaten Sumbawa in Nusatenggara Barat. It combines 
quantitative analysis of census data for the two provinces to establish the dimensions 
and correlates of child survival with qualitative, micro-level field studies in particular 
locations in each province to explore the processes and mechanisms involved in 
producing these child survival outcomes. The remaining sections of Chapter 1 will 
cover the objectives of the study, methodology, data sources and limitations of the data, 
a review of literature, framework of analysis and the organization of the thesis.
M.
41.2 Objectives of The Study
The objectives of the study are:
(i) To examine the determinants and correlates of infant and child mortality at the 
household level and explore the effects of different characteristics of households on the 
aggregate infant mortality rates (IMR) in the province of Daerah Istimewa Yogyakarta 
(the lowest IMR) and Nusatenggara Barat (the highest IMR). It is expected that not all 
the difference will be explained by the variables in the secondary data analysis.
(ii) To describe, using a qualitative approach, and explain some important but 
elusive variables (elusive using conventional quantitative approach), that underlie 
behaviour and are assumed play an enormously important role in determining infant and 
child survival. These variables includes: hygienic-related behaviour and feeding 
practices.
1.3 Methodology, Data Sources and Limitations of the Data
This study utilises both quantitative and qualitative data. It operates on two levels 
the macro- and the micro-levels. At the macro-level, quantitative analysis of census 
mortality data for the two provinces is carried out to establish the overall context of the 
case studies, establishing the determinants and correlates of mortality to which the 
qualitative part of the study can be related. At the micro-level, qualitative analysis 
describes and explains the underlying reasons for particular demographic phenomena 
identified in the macro analysis.
The quantitative macro-level data were drawn from secondary sources, mainly the 
1980 Indonesian population census tape. The main data set from which the information 
on mortality and socio-economic conditions for this study was taken, is a subset 
constructed from the census sample tapes. The variables used were derived from the
5household and household member records. From the household member record, 19 
variables were selected: kabupaten (regency) or kotamadya (municipality), urban- 
rural, relationship to head of household, sex, age , marital status, religion, sickness in 
previous week, place or method of treatment, highest level of completed education, 
ability to speak Indonesian, ability to read and write, number of marriages, total number 
of children bom alive, number of children living in household, total living children 
living elsewhere, total number of deceased children, floorspace per household member, 
and socio-economic classification. From the household record, the variables used were: 
main material of roof, main material of walls, main material of floor, type of lighting, 
source of drinking water, source of water for bathing or washing, type of lavatory 
facilities, ownership of radio, and ownership of television. Most of the variables derived 
from the household member record were used as socio-demographic indicators, while 
most of the variables derived from the household record were used as indicators of 
socio-economic status.
For the purposes of this study, census data suffer from various problems and 
limitations. First, the census data do not contain information on the survivorship of 
children at different ages. Information on survivorship of children is only available for 
the last-bom child. Second, data on birth and death histories were collected through 
retrospective reports. This method of data collection is subject to inaccuracy in the 
declaration of children ever-born and dead children (Utomo et al., 1986:489). To 
circumvent the problems of error due to memory lapses, the problems associated with 
the definition of still-births, early infant death, and willful non-reporting, census 
interviewers were instructed to check the consistency of the answers and to explain the 
definition used in the questionnaire (Santow, 1983:213-214). However, it is inevitable 
that information about the total number of deceased children and year and month of 
birth of the last bom child may contain defects caused by both the interviewers' 
negligence and the respondents' inability to accurately inform about birth and age at 
death. Furthermore, respondents may have omitted information on children who died 
shortly after birth. In some Indonesian cultures, children who died before certain
6ceremonies were completed are not considered as attaining the status of 'child' and 
would not be regarded as ever having been bom.
A third difficulty arises from the concepts and definitions used, which may have 
led to the los of important information. For example, responses to the census question 
on place of defecation were classified into three categories: own lavatory with septic 
tank; own lavatory without septic tank; and shared or public or other lavatory. The third 
category included those who used lavatories belonging to others or public facilities and 
those who used other places such as rivers or fields. In terms of environmental health, 
this definition is quite unsatisfactory, especially as it accounted for a large segment of 
the population (Hull, 1983:478).
A fourth limitation is that the available data also do not provide adequate 
information on certain key biological, socio-economic, and environmental conditions 
that are important influences on a child's survival, particularly income, health care and 
nutrition. Because of these limitations, the study also utilizes data from other sources. 
Information on health facilities, health personnel, transport facilities, and educational 
facilities were obtained from departmental service statistics. Finally, inevitable 
problems of data comparability arise from the use of information from various sources, 
due to differences in definitions used, different collection procedures, different 
reference periods and different schemes for categorising services and facilities. These 
problems were difficult to overcome, except by searching for more basic sources, where 
they existed, and by excercising caution in the analysis.
At the micro level, the field studies were conducted in a village in each province. 
The timing for the field studies also take the weather into consideration. According to 
information4, the wet season, particularly the early wet season, played an important 
role in the higher incidence of diarrhoea. Because the wet season in Gunung Kidul
4I obtained this information from some doctors in Nusatenggara Barat when I conducted fieldwork in 
Lombok during the period 1983-1985. The reason given was that the sources of drinking water (many 
from open wells/springs) were contaminated by floods.
7started about two months earlier than in Sumbawa, the field study was conducted in 
Gunung Kidul first, between July 1988 and September 1988, and the field study in 
Sumbawa between October 1988 and December 1988.
The problem of choosing a research site is a difficult task and has been recognized 
by researchers (Caldwell et al., 1988:25; Hull, 1975:50-55; Streatfield, 1982:152-157). 
In order to select villages in each province wich have similar infrastucture and facilities, 
and which reflect the major socio-economic and ecological systems present in the 
kabupaten under study, a village located in the administrative centre of the kecamatan 
(district) outside the ibukota kabupaten (regency capital) was chosen. Such villages at 
least have similar immediate access to government health, education and economic 
facilities (such as the puskesmas, public school, and market, as well as to the public 
transport and road which link the district to the ibukota kabupaten.
The study used both conventional survey and qualitative methods. Most 
quantitative variables collected through the field studies were not available from the 
census or departmental statistics, including data on women's attitudes, knowledge and 
practice of health care, preventive care and disease treatment, nutrition, hygiene and 
breastfeeding practices, food preparation and prenatal care. In addition to survey data, I 
obtained information on the traditions and norms that underlie health-related care (such 
as feeding practices) and behaviour obtained by personal observation without the use of 
interviewers, and I evaluated the impact of these on practice evaluated through various 
qualitative methods, including participant observation, interviews with key informants, 
and focus-group interviews with small groups of women. Although I selected the 
villages to be studied in a purposive manner to reflect the range of socio-economic and 
ecological patterns present in the kabupaten, the mothers were selected at random in 
order to avoid systematic bias. However, they are not statistically representative of any 
meaningful population.
8The field studies in each province were carried out in three stages. The first stage, 
consisting of exploratory work through participant-observation, interviews with key 
informants, and focus-group interviews with small groups of women, was designed to 
provide a socio-cultural understanding of health-related care and behaviour, to obtain 
information on these behaviours from observation of practices, and to collect 
information on women's activities and participation in health programmes. During this 
stage I conducted a village census to obtain information on the socio-demographic 
characteristics of all households. The village census provided the basis for the selection 
of eligible women for the survey. In addition, a questionnaire was also pre-tested on ten 
women who were eligible but not selected for the survey.
A survey was conducted in the selected village during the second stage of the field 
studies to gather information from all eligible women in each household, that is, from 
all women with children under five years of age. The survey questionnaire consisted of 
three parts. The first collected background information, such as condition of the 
dwelling and ownership, and a wide variety of other socio-economic and demographic 
variables. The second part was designed to collect specific information on women's 
beliefs about: childhood disease causation and disease treatment; knowledge and 
practice of health care and preventive care; knowledge about foods; and knowledge and 
practice of breastfeeding, supplementary feeding and nutrition for children and pregnant 
women. The third part consisted of a child questionnaire. The information collected 
included: the child's characteristics, immunization, diarrhoea experience and treatment, 
feeding practice and nutritional status (Appendix C). After each interview, I observed 
the physical aspects of the home, sleeping and cooking arrangements, prepared foods 
and foodstuffs available in the house, cooking conditions and the condition of 
surrounding areas such as the place of defecation, location of domestic animals and 
disposal of rubbish.
The final stage of fieldwork included qualitative in-depth interviews, focus-group 
interviews and focused observation based on the outcomes of the first and second stages
9of the field studies. The purpose of this stage was to re-check reported information and 
validate reported and observed behaviours.
To integrate the macro- and micro-levels and the quantitative and qualitative data, 
replication of basic socio-demographic indicators, such as age and education, in both 
data sets has been used to enable a comparison of each study community in terms of the 
average for each province. Qualitative data has been used to explore the underlying 
processes and mechanisms associated with particular outcomes identified in the 
quantitative data.
There are two limitations of this integration. The first is that the micro level is not 
statistically representative. The importance of the identified processes and mechanisms 
in aggregate terms can only be established through the replication of these case studies 
in other areas. The second limitation is that I have been obliged to use different 
indicators of child survival in the macro and micro data sets: the IMR and child 
survivorship ratio are used in the macro data, and nutritional status of children in the 
micro data (for the explanation of reasons for this, see Section 1.5)
1.4 Studies of Factors Associated with Determinants of Infant and Child
Mortality: A Review of Literature
Various determinants of child survival, such as paternal education and occupation, 
maternal education, income and wealth, traditions and attitudes, age of mother at the 
time of birth of the child, parity and birth order have been identified. The literature 
shows that parental education, especially the mother, plays an important role in the 
survival of the children. Significant relationships between infant mortality rates and 
certain socio-economic and demographic characteristics have also been established by 
many studies in developing countries. This review focuses on variables emerging as 
potentially important in the comparisons betwen Daerah Istimewa Yogyakarta and 
Nusatenggara Barat, and between the field study communities.
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1.4.1 Mother's Education
The educational attainment of mothers has been shown to have a highly 
significant relationship with infant and child mortality. Evidence from a variety of 
sources indicates that mothers with less education generally have a larger number of 
their children die during infancy or childhood than do the mothers with more education 
(Caldwell, 1979:408-413; 1981:75-76; Cochrane, 1980; Caldwell and McDonald, 
1981:81-84; Farah and Preston, 1982; Ewbank, et al., 1986:48).
Among a range of socio-economic factors, Caldwell (1979:408-413, 1981:75-76) 
found that maternal education emerged as the single most significant determinant of 
child mortality. Using the 1960 census of Ghana, he found that the proportion of 
children who died was almost twice as high for mothers with no education as for those 
with elementary education, and over four times as high for mothers with no education 
as for those with secondary education. Caldwell concluded that educated mothers 
tended to break with tradition, or become less "fatalistic" about illness, and adopt many 
alternative practices in child care; they were more capable of manipulating the modem 
world and approaching medical doctors than illiterate women; they tended to use 
medical facilities more than illiterate women and to look after their children in their 
own way, rather than in the ways of their mothers or mothers in law; and they were 
more likely to change the traditional balance of familial relationships and break from 
the traditional methods of child care (Caldwell, 1981: 75-76). Similar findings from 
different countries have been documented by other researchers (Lindenbaum et al., 
1985:10-14; Streatfield and Singarimbun, 1986:10)
Several studies from Indonesia have shown that maternal education is strongly 
correlated with child mortality. Using the 1971 Indonesia population census data, Hull 
and Sunaryo (1978:39) found that maternal education was correlated negatively with 
child mortality. Using data from the 1976 Intercensal Survey and the 1980 Indonesian 
Census respectively, Kadarusman (1982:87) and Adioetomo (1985:21) found that the 
level of child mortality was higher among women with no education than among
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educated women. The level of child mortality of women who had completed junior high 
school was almost half that of women with no education (Adioetomo, 1985:21).
In their study in East Java, Sullivan and Wilson (1982:27) found distinct child 
mortality differentials due to maternal education, especially between women with no 
education or primary education up to grade 3, and women with primary education from 
grade 4 and above. The estimates of child mortality for women with no education, 
primary education up to grade 3, primary education from grade 4-5 and junior and 
senior high school were 100, 101, 76, and 43 per thousand, respectively.
In a study of factors affecting the use of childhood immunization in Yogyakarta, 
Streatfield and Singarimbun (1986 :10) found that maternal education was positively 
related to knowledge about immunization. Well-educated mothers were likely to be 
treated differently by health workers, to receive health information and to complain if 
the service was of poor quality. They were also more likely to use a wide range of 
modem preventive and curative health services.
Data from a Maternity Care Monitoring (MCM) report in Indonesia (Puffer, 
1983:25) showed that the educational level of women, as well as prenatal visits, should 
be taken into consideration when evaluating the wide differences in figures between 
still-births, neonatal deaths and perinatal deaths. Ware (1984: 200) argued that the 
positive association between level of mother's education and the use of effective 
medical services for children reflects one causal link between women's education and 
child mortality decline.
Le Vine (1980:103) viewed women's education as part of the process of social 
change in developing countries, arguing that educated mothers tend to have well- 
developed strategies for maximizing the life chances of their children. They are more 
likely to be aware of general health problems as well as having greater access to
12
improved sanitation and health facilities. Education of mothers also affects their 
knowledge and attitudes towards contraception, and influences family nutrition.
Education may also be a factor in the significant association between infant and 
child mortality and certain demographic variables. From a demographic perspective, the 
maternal factors that affect infant and child mortality are the age of the mother at the 
time of birth, parity, and birth interval. Based on data from the World Fertility Survey, 
Rutstein (1983:74) indicated that the relationship between child mortality risk and the 
age of mother at birth follows a U-shaped pattem. As reported by Puffer and Serrano in 
South America (1975:20), babies bom both to very young and to older mothers have a 
higher risk of mortality than babies bom to mothers of 20-35 years of age. Education of 
women tends to indirectly increase age at first marriage, which in turn, increases age at 
first birth, and may affect child survival. The association between education, lower 
fertility, family planning and therefore parity and birth interval have been documented 
in the literature (Chen et al., 1981:122; Caldwell, 1982:328-329; Hugo et al., 1987:363)
Using the 1980 Indonesian Census, Adioetomo (1985:21) found that babies bom 
to mothers who married before they were 17 years old had almost a 30 per cent higher 
risk of mortality than babies bom to mothers who married at age 20 or more. Analyzing 
infant and child mortality in Java and Bali, Hull and Gubhaju found that in the period 
1962-1971 the most important determinant of differences in infant and child mortality 
was the length of the preceding birth interval. Education of both mother and father had 
significant effects, but these were overshadowed by the demographic variables (Hull 
and Gubhaju, 1986: 116). Palloni (1981:330-332) found that the relative advantage of 
mother's education for child survival in several Latin American countries was 
contingent on the social circumstances of the community in which she lived. In poor 
social settings, uneducated mothers were at a far greater disadvantage than more 
educated mothers (Behm, 1979:12). This suggests that the educational level of the 
community may be as important as the educational level of an individual mother.
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1.4.2 Father’s Education and Occupation
Unlike mother’s education, there is disagreement among researchers on whether 
paternal education operates directly on the proximate determinants to affect morbidity 
and mortality among children. Cochrane et al. (1980:58) estimated that for every 
additional year of fathers schooling, child mortality is reduced by three per thousand, 
whereas for mothers's schooling, every additional year reduces child mortality by about 
six per thousand.
Trussel and Preston (1982) argued that the effect of paternal education on child 
mortality is the same as that of maternal education. Bhuiya et al.(1986: 23) found that, 
in rural areas of Bangladesh, years of education of head of household and of the 
household members had a significant effect on the proportion of malnourished children. 
On the same point, Caldwell and Me Donald (1981:85) suggested that, in Indonesia, the 
education of both father and mother positively influenced child survival but education 
of the mother had a stronger effect.
Based on a study of 29 WFS countries, Bracher (1983) found that child survival 
was positively correlated with the number of years of schooling. He suggested that the 
survival of children under five was strongly influenced by educational level of the 
parents and that mother's education had the strongest influence on infant mortality.
Mosley and Chen (1984:34) argued that father's education is a strong determinant 
of the household's assets and the marketable commodities which the household 
consumes. Generally, a father's occupation is closely related to his education: the higher 
the father's education, the better his occupational status, and therefore his income level. 
Father's education may also influence attitudes and thus preference in the choice of 
consumption goods, including child care services (Mosley and Chen: 34-36).
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Several studies have shown that father's occupation has a significant effect on 
child mortality (D'Souza and Bhuiya, 1982:756-760). Using Sri Lankan data, Meegama 
(1985:320-321) found that child mortality among white collar workers was lower than 
among blue collar workers. In a study of a squatter settlement in Jordan, Tecke and 
Shorter (1984:264)found that mother's education, housing quality, household income 
and household head's occupation had a significant effect on child mortality.
In sorting out the effects of education on mortality, Ewbank et al. (1986: 51) 
distinguished four ways in which education might be related to mortality: a teaching 
effect; a teacher effect; a selection effect; and an increased opportunity effect. The 
teaching effect referred to the direct effect of the subjects taught in school, including 
lessons on topics like nutrition and hygiene. The teacher effect explains the effects of 
education on young children through the introduction of a new authority figure, the 
teacher, whose authority comes from outside the traditional cultural system. Teachers 
can influence children, making them more open to learning from non-traditional 
opinion-makers. It is then relatively easy for them to accept new ideas after they leave 
school. The selection effect arises because children from less traditional families or 
those living in more developed areas are more likely to go to school, go to a better 
school, succeed at school and continue at school longer. The increased opportunity 
effect reflects the fact that those who succeed in school have an opportunity to move 
into more modem occupations and to earn more money.
1.4.3 Income and Wealth
Income also affects child mortality. The persistence of socio-economic 
differentials in infant and childhood mortality is partly due to income differentials: the 
higher the income, the higher the chance of all children ever bom surviving beyond 
childhood. Higher income may produce health more effectively because of the 
increased availability of basic goods and services such as food, water supply, housing, 
clothing, transportation, energy, hygiene and preventive care, sickness care and
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information. These variables operate on child health and mortality at the household 
level through the proximate determinants (Mosley and Chen, 1984:34).
There is a strong correlation between income and wealth, and child mortality 
(Cochrane, 1980:58-60; Hobcraft et al., 1984:194-197; Da Vanzo, 1984: 312-314; 
Cantrelle, 1986:96; D'Souza, 1986:126). Infant and child mortality occurs more 
frequently among the poor than among even the modestly affluent (Meegama, 1986:30- 
31). Using Maguwohardjo data, Singarimbun and Hull indicated that lower income was 
associated with higher percentage of mothers who had lost a child (Singarimbun and 
Hull, 1977:235). Seman (1985:52) found that, in West Nusatenggara, Indonesia, the 
possession of various household items, such as television, had a significant effect on the 
infant mortality rate. A similar finding was documented by D’Souza in his study in 
Bangladesh where ownership of consumer durables and producer goods, such as the 
number of cows owned, had a significant effect on the mortality rates of children 
(D'Souza, 1986:126) Child mortality rates generally show a pattern of declining rates 
with increasing income, although the decline is not always monotonic (United Nations, 
1985:200).
Although at national level per capita income is negatively associated with infant 
and child mortality (Ruzicka and Hansluwka, 1982:582; Hobcraft, 1984:193-195; Tecke 
and Shorter, 1984:265-266), some findings suggest that the relationship is not a simple 
one. Flegg (1982: 442) argued that income may influence the level of mortality 
indirectly, through its effects on the rate of consumption of items affecting health, such 
as food, housing and sanitation. Some countries, such as Sri Lanka, reach health levels 
far above those that would be indicated by the level of their per capita income, while 
others such as Saudi Arabia, Libya and Iran fall far below. Per capita incomes of some 
poor health achievers, such as the oil producing countries, are 15 times greater than 
those of the superior health achievers, but their mortality levels cannot equal the latter 
(Caldwell, 1986: 173-174).
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1.4.4 Traditions,Norms and Attitudes
The importance of traditions, norms and attitudes towards health-related care in 
child health and nutrition are obvious. However, these factors have not been adequately 
studied by demographers. Ewbank et al. (1986:48), thought that although there are few 
data relating mortality differences to specific cultural practices and beliefs, indicators of 
socio-economic status and culture suggest that a large part of the mortality differentials, 
and probably much of the decline in mortality, are related to social change and/or 
economic development (1986:48). Mosley and Chen (1984:35-36) considered that 
traditions, norms, and attitudes shape and modify the economic choices and health- 
related practices of individuals. Among the most important cultural determinants of 
child health and child survival are beliefs about disease causation, the value of children, 
and food preference in the family.
The anthropological literature shows that in many cultures "health and illness" are 
inextricably connected with socially approved behaviour and moral conduct. (Fabrega, 
1972:167-229; Suparlan, 1978:73-94; Murdock, 1980; Singarimbun, 1984:203). Most 
traditional societies have ambiguous conceptions of illness etiology that will influence 
their treatment-seeking behaviour and disease-prevention practices.
Despite their active promotion, it is difficult to know the extent to which modem 
health services will have a positive effect on infant and child health and mortality 
because of the unanticipated importance of norms and attitudes. Studies indicate that 
health facilities and health services in some developing countries are under-utilized, 
partly because of inadequate consideration of socio-cultural factors (Singarimbun, 
1984:210-211). For example, Singarimbun (1984:210) argued that better knowledge 
about traditional health beliefs by health practitioners should make communication and 
interaction more open and increase people's participation in modem health services.
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The perceived value of children is important for their survival. Several studies 
show that in certain countries higher infant and child mortality is experienced by 
females than males, because of feeding and medical practices (D'Souza, 1986:119; 
Bhuiya et al., 1986:17-23; Meegama, 1986:30). Ewbank et al. (1986:45) suggested that 
the sex differentials in infant and child mortality are largely determined by inherent 
biological differences between the sexes rather than by cultural practices which leads to 
different child care for sons and daughters
Nutrition is both an important factor affecting health and another area in which 
beliefs, norms and attitudes seem to be important. Many studies show a relationship 
between nutritional status, and morbidity and mortality, and that the risk of dying 
among severely malnourished children is greater than among healthy children (Puffer 
and Serrano, 1973:50; Gwatkin et al., 1980:9-13; Martorel and Ho, 1984:60-61). Data 
from Costa Rica, Nigeria, Bangladesh and India show that severely malnourished 
children always have higher case-fatality rates for diseases, longer duration of attacks of 
diarrhoea and respiratory infections, longer overall time sick, and higher mortality rates 
than all other children (Martorell and Ho, 1984:49-67). Pelto (1983:188-189) asserted 
that inadequate or inappropriate feeding practices are strongly implicated in the high 
rates of morbidity and mortality of infants and young children in the Third World. 
Several studies have found a relationship between beliefs and feeding behaviour 
(Popkin, 1985:93; Tan, 1970:69-73; Hull, 1985:101). In the study of factors affecting 
child survival in Bangladesh Bhuiya (1989:191-192) found that poor dietary practice is 
one of the important factors responsible for poor nutritional status of the study children. 
The inappropriate feeding is the result of the lack of appropriate knowledge of nutrition 
and the child's need.
Traditions, norms, and attitudes play an important role in determining child 
survival through their impact on diet and nutrition, differential care for male and female 
children in a small number of countries, and on treatment-seeking behaviour and 
utilization of health facilities.
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1.5 Framework of Analysis
Infant and child mortality is influenced by many inter-related socio-biological 
factors. However, a review of the literature suggests that quantitative analysis of infant 
and child mortality has tended to ignore complex relationships and to simplify inter­
relationships in order to generate mortality determinants. On one hand, socio­
demographic research on child mortality has tended to emphasize the relationship 
between mortality and socio-economic variables and ignore the specific medical causes 
of death, that is, the mechanisms through which the socio-economic variables actually 
operate. On the other, medical research has tended to neglect the socio-economic 
determinants or deal with them only superficially, focusing instead on the biological 
processes of disease (Mosley and Chen, 1984:25-26).
Mosley and Chen (1984:26-27) developed a pioneering analytical framework for 
the study of child survival. The key concept in the framework involves redefinition of 
'cause of death' (Mosley, 1984:4). Arguing that child deaths in developing countries are 
the cumulative consequences of multiple disease processes, including their biosocial 
interactions, and are only infrequently an outcome of a single isolated disease episode 
(Mosley and Chen, 1984:27), they identified a set of proximate determinants through 
which the socio-economic determinants (independent variable) must operate to 
influence child survival (the dependent variable). The five groups of proximate 
determinants identified in the Mosley and Chen framework are: maternal factors (age, 
parity, and birth interval); environmental contamination (air, food/water/fingers, 
skin/soil/inanimate objects, insect vectors); nutrient deficiency (calories, protein, 
micronutrients); injury (accidental, intentional) and personal illness control (personal 
preventive measures, medical treatment). The proximate determinants directly influence 
the risk of morbidity and mortality. (Figure 1.1.)
This study adopts Mosley and Chen's framework, but emphasises the importance 
of knowledge, attitudes, beliefs and practices in determining behaviour with respect to
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health care, preventive care and disease treatment. It focuses on four of the five groups 
of proximate determinants: maternal factors, environmental contamination, nutrient 
deficiency, and personal illness control. The independent variables included in the 
quantitative analysis are: mother's age, education of mothers, migration status, extra 
familial activities and exposure to media. The dependent variable is nutritional status of 
the children.
I have had to use this indirect of child survival in the quantitative analysis of the 
micro level data and in the qualitative analysis because of the size of the case studies 
and the nature of qualitative data collection. That is, there is an insufficient number of 
deaths to analyse infant mortality adequately, and it is impossible to obtain most of the 
qualitative data in respect of deceased children.












Source : Mosley and Chen, 1984 : 29
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1.6 Organization Of The Thesis
This thesis has been organised into seven chapters. Following the Introduction in 
Chapter 1, Chapter 2 is concerned with a quantitative analysis of mortality data from the 
1980 Indonesian census for the two provinces to provide the overall context for the case 
studies by establishing the levels and correlates of infant and child mortality. Chapter 3 
presents the theoretical basis of the qualitative study and a description of each village 
study. Chapter 4 is devoted to community and institutional factors influencing the 
differences in child survival in the two community studies. The results of the qualitative 
case studies in each province are presented in Chapters 5 and 6. Chapter 7 integrates the 
quantitative and qualitative aspects of the study, summarises its main findings, and 
suggests implications for further research.
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Chapter 2
DETERMINANTS AND CORRELATES OF CHILD SURVIVAL IN 
NUSATENGGARA BARAT (NTB) AND DAERAH ISTIMEWA YOGYAKARTA 
(DIY): AN ANALYSIS OF 1980 CENSUS DATA
2.1 Introduction
The main concern of this chapter is to analyse the determinants and correlates of 
child survival in Nusatenggara Barat and Daerah Istimewa Yogyakarta using the 1980 
census data. The chapter is divided into three parts. The first reviev levels and recent 
trends in infant mortality in Indonesia, while the second presents an overview of the 
socio-economic and environmental conditions in Nusatenggara Barat and D.I. 
Yogyakarta that are considered to play an important role in child survival. The third part 
assesses the relationship between demographic and socio-economic factors and the 
survival of children in the two provinces.
2.2 Infant Mortality in Indonesia.
The Infant Mortality Rate (IMR) has been recognized as a good indicator of social 
and economic development. The Government of Indonesia considers high mortality 
rates, especially infant mortality rates, to be one of the most serious population 
problems and is committed to advancing efforts to assist the promotion of mother and 
child welfare, reducing death rate for babies and lowering death rate for mothers during 
pregnancy (Department of Information R.I., 1985:127).
In the Indonesian Guidelines of State Policy (GBHN) one of the directions and 
main targets of the government's population policies is a reduction in the death rate, 
particularly in respect of children (Department of Information R.I., 1985: 141). The
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long-term target is to reduce the national infant mortality rate from 98 per thousand live 
births in 1980 to a maximum of 45 per thousand live births by the year 2000 (Utomo, 
1984:51). In order to attain this objective, the Ministry of Health has established 
specific health policy goals for each of the five-year development plans, REPELITA I 
(1969/70 - 1973/74) to REPELITA V (1989/90 - 1993/94).
In the fourth five-year development plan (1984/85 - 1988/89) the basic health 
objective was to increase the general level of health of the population. The specific 
objectives were to reduce the crude death rate, to reduce the infant and child mortality 
rate, and to raise life expectancy. The plan hoped to achieve these objectives by 
increasing immunization coverage for children under 14 months of age, increasing the 
coverage of maternity services and expanding health facilities and health services, 
including increasing the number of health personnel, community health centres, sub­
centres, mobile centres, and in-patient centres. The plan also aimed to address the 
various inter-related factors that play a role in the death of infants and children, such as 
the proportion of low birth weight babies, protein-calorie malnutrition, vitamin A 
deficiency, anemia in pregnant women, tetanus neonatorum, and diarrhoeal disease 
(Department of Information, 1985:125-130).
In order to achieve the plan targets, the Ministry of Health has established six 
main programs: Health Services and Health Recovery, Maternal and Child Health, 
Contagious Disease Prevention, Community Health Extension, Community Hygiene, 
and Health Insurance. These programs are basically similar for all provinces in 
Indonesia, although their implementation can vary, depending on the situation and 
conditions in each province. The government has also introduced five integrated 
programs that are incorporated into the Community Health Centres (Puskesmas). These 
programs cover Maternal and Child Health Care, Family Planning, Family Nutrition 
Improvement (UPGK), Immunization, and Diarrhoeal Control (DEPKES, 1984).
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Although many programs have been introduced, the average annual reduction rate 
in infant mortality during the decade 1971 - 1980 was only 3.2 per cent (Soemantri, 
1983:188). The goal of a maximum IMR of 45 per thousand live births by the year of 
2000 requires an average annual reduction rate of at least 5 per cent for the next ten 
years (Utomo, 1984:50). In 1988, the IMR in Indonesia was about 84 per thousand live 
births, much higher than for some other Asian countries (UNICEF, 1990:76-77). 
Provincial infant mortality rates in Indonesia vary widely from as low as 62 per 
thousand live births in D.I. Yogyakarta to as high as 187 per thousand live births in 
Nusatenggara Barat (Table 2.1). They also vary by regency within each province 
(Soemantri, 1983:Table 5; Seman, 1985:22).
2.3 An Overview of the Socio-economic and EnvironmentalConditions in
Nusatenggara Barat and D.I. Yogyakarta
2.3.1 The Setting 
a. Nusatenggara Barat (NTB)
Located in the eastern part of Java (see Map 1), the province of Nusatenggara 
Barat consists of six kabupaten: Lombok Barat (West Lombok), Lombok Tengah 
(Central Lombok), Lombok Timur (East Lombok), Sumbawa, Dompu and Bima. The 
first three are located on the island of Lombok and the last three on the island of 
Sumbawa. Mataram, the provincial capital is located in Lombok island. There are five 
major ethnic groups in the province: Sasak, Balinese, Samawa, Dompu and Bima. 
Lombok is mainly inhabited by Sasak and Balinese, while the island of Sumbawa is 
inhabited by Sasak, Samawa, Dompu and Bima. In addition, many Buginese and 
Makassarese from Celebes island, lived in the northern part of the island of Sumbawa.
In terms of population density and socio-economic conditions, the internal 
differences within Nusatenggara Barat are striking. Population density on the island of 
Lombok is 413 persons per square kilometre, far above the average density of 50
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Table 2.1: Infant Mortality Rate and Average Annual Reduction Rate by Province, 















1. D.I. Aceh 141 91 47 4.8
2. Sumatera Utara 120 89 55 3.2
3. Sumatera Barat 151 121 76 2.4
4. Riau 141 113 55 2.4
5. Jambi 155 118 60 2.9
6. Sumatera Selatan 151 98 71 4.8
7. Bengkulu 166 106 62 5.0
8. Lampung 147 97 59 4.5
9. DKI. Jakarta 120 80 36 4.9
lOJawa Barat 165 129 89 2.7
11 Jawa Tengah 143 96 65 4.4
12.D.I. Yogyakarta 98 62 29 5.1
13.Jawa Timur 110 99 74 2.0
14.B a 1 i 127 88 58 4.0
lS.Nusatenggara Barat 219 187 145 1.7
16.Nusatenggara Timur 151 124 74 2.2
17.Kalimantan Barat 143 116 57 2.3
18.Kalimantan Tengah 128 100 58 2.7
19.Kalimantan Selatan 165 121 83 3.3
20.Kalimantan Timur 151 99 40 0.7
21.Sulawesi Utara 114 94 50 2.1
22.Sulawesi Tengah 146 128 94 1.4
23.Sulawesi Selatan 158 108 69 4.2
24.Sulawesi Tenggara 191 114 73 5.6
25.Maluku 145 124 68 1.7
26.1rian Jaya 113 106 38 0.8
27.Timor Timur NA NA 69 “  “
INDONESIA 143 107 70 3.2
Source:^Adapted from Soemantri (1983: 188; 1987: 28) 
Notes: ^Jnfant Mortality Rate
Annual Reduction Rate
- Columns(l),(2,(3): IMR per thousand live
births.
Average extrapolation q(2) and q(3)
- Column (4): Annual Reduction Rate (Percentage)
- SP = Sensus Penduduk (Population Census)
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persons per square kilometre on the island of Sumbawa. The population densities 
among the regencies in 1980 ranged between 36 persons per square kilometre in 
Kabupaten Sumbawa and 452 persons per square kilometre in Kabupaten Lombok 
Timur (BPS Statistik NTB, 1981:45).
The population of the province increased from 2.203 million in 1971 to over 
2.725 million in 1980 and 3.047 million in 1985. The average annual population growth 
rates were 2.4 per cent for the period 1971-1980 and 2.3 per cent for the period 1980- 
1985, slightly higher than the national average (Hugo et al., 1987:42-43 ). For the 
period 1971-1980, kabupaten Lombok Barat and kabupaten Dompu, had population 
growth rates well above the national average, while the remainder were below the 
national average (BPS Statistik NTB, 1981:30)
b. Daerah Istimewa Yogyakarta (DIY)
Daerah Istimewa Yogyakarta, or the Special Territory of Yogyakarta is a unique 
province. During the Dutch colonial period, this region was an autonomous Javanese 
kingdom. In 1755 the kingdom was divided into two, the Kesultanan Yogyakarta under 
Sri Sultan Hamengkubuwono and the Pakualaman under Sri Paku Alam. After 
Independence, both Sultans proclaimed their sultanates part of the Republic of 
Indonesia. The Government of Indonesia granted special status for this territory as a 
special territory at the same administrative level as a province.
Located within the province of Central Java, DIY can be considered one of the 
principal centres of Javanese culture. The provincial capital, Kotamadya (municipality) 
Yogyakarta, is located quite close to Jakarta, the national capital. It is well known as 
kota pelajar, the "city of students". It is the location of the oldest Indonesian State 
university, Gadjah Mada University. It also has two other important State tertiary 
institutions, Institut Keguruan dan Ilmu Pendidikan (IKIP - Teacher's Institute) and
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Institut Agama Islam Negeri (IAIN - Islamic Institute). In addition, there are more than 
30 private universities and academies in this city (BPS, 1981: 128).
Covering a total area of 3,185 square kilometres with a total population of 
2,750,128 in 1980, Daerah Istimewa Yogyakarta can be considered one of the most 
densely populated provinces in Indonesia (BPS, 1983:67). Population density is 863 
persons per square kilometre, much higher than the national average of 77 persons per 
square kilometre. The province consists of four kabupaten: Kulon Progo, Bantul, 
Gunung Kidul, Sleman, and one kotamadya, that is, Kotamadya Yogyakarta. The 
population density among the regencies/municipality in 1980 ranged between 462 
persons per square kilometre for Kabupaten Gunung Kidul and 11,854 for Kotamadya 
Yogyakarta (BPS, 1981:42).
The population of D.I. Yogyakarta increased from 2.489 million in 1971 to over 
2.750 million in 1980, and 2.966 million in 1985. The annual population growth rates 
were 1.1 per cent for the period 1971-1980 and 1.5 per cent for the period 1980-1985. 
These growth rate figures were below the national average of 2.3 per cent and 2.1 per 
cent for the periods 1971-1980 and 1980-1985, respectively (Hugo et al., 1987:42-43). 
For the period 1961-1971, the highest growth rates among the regencies and 
municipality were in Kabupaten Bantul and Sleman (1.3 per cent); the lowest was in 
Kabupaten Gunung Kidul (0.79 per cent). For the period 1971-1980 the highest growth 
rate was in Kotamadya Yogyakarta (1.71 per cent) and the lowest in Kulon Progo (0.29 
per cent).
The above description highlights the fact that the population growth in 
Nusatenggara Barat was more rapid. This is one of the indication of high fertility and 
may account for low prevalence rates of contraceptive use by married women of 
reproductive age. The Total Fertility Rate (TFR) in 1980 was 3.25 and 5.55 for Daerah 
Istimewa Yogyakarta and Nusatenggara Barat respectively (Hugo et al., 1987:153). The 
1985 Intercensal Survey (SUPAS) figures confirmed that Daerah Istimewa Yogyakarta
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had high contraceptive prevalence; that is, 53 per cent of married women of 
reproductive age were using contraception. By contrast, Nusatenggara Barat had very 
low contraceptive prevalence, only 25 per cent of married women of reproductive age 
were using contaception (Hugo et al., 1987:145).
The brief decription also indicates that compared to Daerah Istimewa Yogyakarta 
which is composed mainly of Javanese, in terms of ethnicity and cultural background, 
Nusatenggara Barat is much more complex. It consists of people from different ethnic 
groups which have their own distinctive language and culture.
In addition, there were large differences in social indicators for both provinces. 
The health facilities and services which is presented in Chapter 4, for example, show 
that there were great deficiencies in Nusatenggara Barat province in most areas of 
health manpower and health facilities (Chapter 4 Table 4.1).
The most important difference between the two province however, was the 
political-economic contrast, as well documented by Hugo et al.(1987:14):
Java is not only the location of two-thirds of the national population, the 
dominant ethnic group, and the nation's capital but also the seat of national 
political and economic power and decision-making.
2.3.2 Socio-Economic and Environmental Conditions.
The following section aims to compare conditions in the various kabupaten in 
each province to show the wide range within each province. It uses a combination of 
individual-level variables (education, literacy and ability to speak Bahasa Indonesia - 
the national language) and household-level variables such as electricity, source of 
drinking water, ownership of radio and television, and housing conditions.
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a. Education, literacy and ability to speak Indonesian.
According to the 1980 census, 29.7 per cent of the population ten years and over 
in DIY never attended school. Among those who had ever attended school, 31.2 per 
cent had completed primary school, 12.9 per cent had completed junior high school and 
13.2 per cent had completed senior high school and above. Tables 2.2 and 2.3 show that 
Kotamadya Yogyakarta, the provincial capital, had a clear advantage in terms of the 
indicators presented in these tables. It was well ahead of other kabupaten in terms of the 
highest level of completed education, literacy and the percentage of the population able 
to speak Indonesian. On the other hand, Kabupaten Gunung Kidul had the highest 
percentage of population ten years and over who had never attended school, the highest 
percentage of illiterate population and the lowest percentage of population with 
completed secondary school.
In 1980, the percentage of the illiterate population ten years and over for Daerah 
Istimewa Yogyakarta was 30.4, ranging between 11.5 in Kotamadya Yogyakarta and 
42.0 for Gunung Kidul. The lowest percentage of the population who were able to speak 
Indonesian was in Kulon Progo (37.8 per cent) and the highest in Kotamadya 
Yogyakarta (77.3 per cent). Similarly, for the female population ten years and over, 
kotamadya Yogyakarta was clearly ahead of other kabupaten in terms of literacy and 
education, while Gunung Kidul was at the other extreme. The details of some social 
indicators for the female population can be seen in the second part of Tables 2.2 and 
2.3.
Education and literacy levels in Nusatenggara Barat province were similar to those 
in Gunung Kidul, the least developed kabupaten in DIY province (Tables 2.2 and 2.3). 
In Nusatenggara Barat, almost half of the population ten years and over had never 
attended school and were illiterate, while more than half were unable to speak 
Indonesian. The data shows that within the province there were big differences between 
Lombok and Sumbawa in the percentage of population ten years and over who had
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Table 2.2: IMR and Selected Social Indicators for each Kabupaten in NTB and DIY, 1980
(Percentage)
Pop. 1 Of Pop. 1 Of Populat Total




(1) (2) (3) (4) (5)
M ales + F em a les
L o m b o k  Islan d 201 50.5 51.8 41.9 1291348
- Lombok Barat 180 50.1 50.9 48.9 441434
- Lombok Tengah 188 54.8 55.7 37.2 378386
- Lombok Timur 210 47.5 49.6 39.3 471528
S u m b a w a  Islan d 160 26.5 27.9 56.6 527623
- Sumbawa 153 27.4 28 .4 62 .6 213518
- Dompu 165 30.8 32.9 53.7 63694
- Bima 168 24.7 26.3 56.6 250411
N T B 187 43.3 44.9 46.6 1818971
Kulon Progo 72 30.2 30.9 37.8 293834
Bantul 74 30.0 31.8 52.5 486806
Gunung Kidul 55 42.6 42.0 45.9 493480
Sleman 64 29.0 29.7 58.9 522853
Yogyakarta 44 12.0 11.5 77.3 322495
D .I.Y o g y a k a rta 63 29.7 30.4
F em ales
56.0 2119468
L om b ok  Islan d 201 62.5 63.5 33.9 656287
- Lombok Barat 180 63.2 63.3 40.9 220642
- Lombok Tengah 188 67.5 68.6 28.1 194462
- Lombok Timur 210 57.8 59.7 32.1 241183
S u m b a w a  Islan d 160 34.7 35.6 53.8 265864
- Sumbawa 153 36.2 36 .5 57.5 107092
- Dompu 165 38.8 40.6 48.4 31555
- Bima 168 32.4 33.7 52.2 127217
N T B 187 54.2 55.5 39.4 922151
Kulon Progo 72 40.6 40.8 13.1 152086
Bantul 74 41.4 43.0 41.3 252467
Gunung Kidul 55 53.7 53.3 35.0 255078
Sleman 64 39.6 40.2 48.9 268911
Yogyakarta 44 19.1 18.5 68.8 162193
D .I Y o g y a k a rta 62 40.0 40.8 45.9 1090735
Sources:
For NTB:Col (1) Seman, 1986:Table III.9
Col (2) Calculated from Subset of 1980 Census tapes
Col (3,5) Calculated from 1980 Census Report, Series S No. 17, Tables 10.8 and 10.9 
Col (4) Calculated from 1980 Census Report, Series S, No. 17, Table 8.3
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For DIY: Col (1) Soemantri et al., 1983:Table 5
Col (2) Calculated from Subset of 1980 Census tapes
Col (3,5) Calculated from 1980 Census Report, Series S No.14, Table 10.9 and 10.9 
Col (4) Calculated from 1980 Census Report, Series S, No.14, Table 8.3
never attended school (and were consequently illiterate). The percentage of population 
who never attended school on Lombok was almost double that of Sumbawa. The data 
also indicate that there was not much variation within the islands in terms of both 
indicators. A similar pattern was found in the female population.
However, among those who had ever attended school, there was not much variation 
between and within the two islands in the percentages of those who completed primary 
school. A marked kabupaten variation appeared in the percentages of those who 
completed senior secondary school. Kabupaten Lombok Barat where Mataram (the 
provincial capital) is located, was well ahead of other kabupaten. On the other hand, 
Kabupaten Bima had the lowest percentage of population with completed secondary 
school.
Among the kabupaten in Nusatenggara Barat, Kabupaten Lombok Tengah had the 
lowest levels of education and literacy. The percentages of the population ten years and 
over with completed primary school, junior and senior high school and above were well 
below the provincial average, and the percentages of those who had never attended 
school, who were illiterate or unable to speak Indonesian were well above the provincial 
average.
As would be expected, the level of education was correlated with the ability to read 
and write and the ability to speak Indonesian. In both provinces, about 95 per cent of the 
population ten years and over who never attended school could read and write and were 
not able to speak Indonesian. As a comparison, for the population ten years and over 
with some primary education, less than 10 per cent could not read and write, and none 
of the population with completed primary education were unable to read and write or 
speak Indonesian. The more of the population of Nusatenggara Barat were able to speak
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Indonesian. The percentage of population with some primary school education who 
were able to speak Indonesian was higher in Nusatenggara Barat (95 per cent) than in 
DIY (85 per cent). This is understandable, because as mentioned above, the people in 
Daerah Istimewa Yogyakarta (except for Kotamadya Yogyakarta) are from the same 
ethnic-group, Javanese, and the language used at primary school for the first to third 
years is Javanese, while in Nusatenggara Barat, where the population are from different 
ethnic groups and many of the school teachers are from different areas, education is 
conducted in the Indonesian language.
b. Economic Conditions
The best indicators for economic well being would be the level of income per 
capita for the region, or family income at the micro level. In the absence of this, 
indicators such as land ownership, housing conditions (main material of walls and 
floor), and ownership of household goods can be used as proxies. In this study, housing 
conditions and ownership of radio and TV will be used as proxies for economic status, 
in order to examine its relationship with child survival.
The validity of using housing conditions and ownership of radio and TV as proxies 
for economic status has been examined from several aspects. First, those variables are 
comparable for both provinces and for urban and rural areas and appear to directly 
reflect economic affluence. In most Indonesian communities, housing conditions are 
considered a symbol of economic and social status. In both urban and rural areas people 
tend to build the best houses that they can afford. Moreover, radio and TV are both 
consumer durables that must be purchased out of cash income. Second, the data indicate 
a strong correlation between housing conditions and ownership of radio and TV (see 
Appendix B, Table 1) showing that the two measures are consistent. Third, the data 
shows that the correlation between ownership of radio and TV and use of electricity was
Table 2.3: IMR and Population 10 years and over ever attending School for each Kabupaten in 













Completed Completed Pop. 10+ 
Junior Senior ever




L om b ok  Island 201 62.0 24.6 7.4 5.8 633811
- Lombok Barat 180 56.3 24.0 10.9 8.6 215618
- Lombok Tengah 188 67.4 22.8 5.2 4.5 170840
- Lombok Timur 210 63.3 26.3 5.9 4.3 247353
S u m b aw a  Island 160 61.2 28.7 6.8 3.3 386239
- S u m b aw a 153 60.3 30.5 5.0 4.0 154499
- Dompu 165 58.8 26.9 8.0 6.3 43257
- Bima 168 62.3 27.8 8.0 1.9 188483
N T B 187 60.9 26.2 7.2 5.7 1020050
Kulon Progo 72 45.2 36.8 11.1 6.7 206074
Bantul 74 49.0 31.5 11.1 8.4 341044
G u n u n g  K idu l 55 56.9 32.0 7.1 3.9 283472
Sleman 64 38.3 32.8 15.2 13.6 371221
Yogyakarta 44 24.2 24.0 18.9 32.7 284449
D.I. Yogyakarta 63 42.6 31.2 12.9 13.2 1486260
F em ale
L om b ok  Island 201 66.1 24.2 6.0 3.6 243825
- Lombok Barat 180 61.6 23.1 9.4 5.9 79496
- Lombok Tengah 188 72.0 21.9 3.7 2.3 62628
- Lombok Timur 210 66.3 26.4 4.7 2.5 101701
S u m b aw a Island 160 59.4 31.0 6.0 3.6 172803
- S um baw a 153 59.2 33.3 4.6 2.9 67949
- Dompu 165 61.0 29.2 5.4 4.4 18893
- Bima 168 59.0 29.6 7.3 4.0 85961
N T B 187 63.5 27.0 6.0 3.5 416628
Kulon Progo 72 46.1 37.8 9.4 6.7 206074
Bantul 74 49.7 31.8 10.1 8.4 341044
G u n u n g  K idul 55 61.9 29.2 S3 3.9 283472
Sleman 64 38.1 34.8 13.4 13.6 371221
Yogyakarta 44 22.8 25.4 19.1 32.7 284449
D.I. Yogyakarta 63 43.4 31.6 11.8 13.2 1486260
Sources:
For NTB: Col (1) Seman, 1986:Table III.9
Col (2,3,4,5,6) Calculated from 1980 Census 
Report, Series S, No.17, Table 6.9 
For DIY: Col (1) Soemantri et al., 1983:Table 5
Col (2,3,4,5,6) Calculated from 1980 Census 
Report, Series S, No. 14, Table 6.9
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weak indicating that the measure was not merely a reflection of access 
to electricity; (many Indonesians use battery power for radios and TV). In Nusatenggara 
Barat, almost 15 per cent of households which possessed radio and TV had no 
electricity facilities, while for DIY the figure was much higher (30 per cent). In 
Kabupaten Kulon Progo, Bantul, Gunung Kidul and Sleman, the percentages of 
households possessing radio and TV but having no electricity facilities were 85, 71, 78 
and 60, respectively.
Table 2.4 presents the percentage of households according to economic status * 
and rural-urban residence in the two provinces. In general, DIY had a higher percentage 
of households with medium and high economic status than Nusatenggara Barat. In both 
provinces, rural areas had a higher percentage of households with low economic status 
than urban areas. Within the province, the percentage of households with low economic 
status in DIY ranged between 32.7 for Kotamadya Yogyakarta and 81.2 for Kabupaten 
Gunung Kidul, compared with from 18.7 per cent for Kabupaten Bima to 84.9 per cent 
for Kabupaten Lombok Timur in Nusatenggara Barat. In terms of most development 
indicators, DIY is a much more developed province than Nusatenggara Barat, which is 
one of the poorest in Indonesia. However, the poorest region (Gunung Kidul) of the 
more developed province (DIY) is comparable to the most developed region 
(Sumbawa) of the less developed province (NTB).
c. Environmental Conditions
In this study the term 'environmental conditions' is used to refer to physical 
surroundings, the intensity of household crowding, sanitary facilities and water supply. 
These variables will be used as a proxy for environmental contamination ^  Although 
careful attention has been paid to it, the environmental contamination according to this
*The method of construction of the economic status index is presented in Appendix A l.
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index was somewhat arbitrary and should be judged with reservation. It should be noted 
that this index was constructed based on the available information from census data. As 
noted, the definition used may have led to the loss of important information (Chapter 1, 
Section 1.3).
Poor environmental conditions are generally thought to lead to high levels of 
environmental contamination and are thus considered a primary cause of high infant and 
child mortality in developing countries (Puffer and Serrano, 1973:310-324). The 
intensity of household crowding and the extent and quality of sanitary facilities in 
homes is also thought to play some role in the transmission of communicable and 
infectious diseases (D'Souza and Bhuiya, 1982:762-764). Poor sanitation and 
contaminated water has been related to diarrhoeal deaths among infants and children 
(Puffer and Serrano, 1973:311; Black, 1984:141 Edmundson and Edmundson, 
1989:991).
The area of floor space, type of lavatory facilities, and source of drinking water, 
in general, in DIY were better than in Nusatenggara Barat (Appendix B: Table 2). For 
DIY, in terms of the source of drinking water, the poorest environmental conditions 
were found in Kabupaten Gunung Kidul, but lavatory facilities in Kabupaten Sleman 
were the poorest. For Nusatenggara Barat, the three kabupaten in the island of 
Sumbawa had generally better environmental conditions than the three Kabupaten on 
the island of Lombok. The poorest lavatory facilities and source of drinking water were 
found in Kabupaten Lombok Timur, while the area of floor space was smallest in 
Kabupaten Lombok Barat.
Table 2.5 indicates that the percentage of households with high environmental 
contamination in Nusatenggara Barat was more than double the percentage of 
households with high levels of environmental contamination in DIY. In DIY the 
percentage of households with a high level of environmental contamination was 40.6, 
ranging from 15.8 per cent for Kabupaten Kulon Progo to 54.2 per cent for Kabupaten
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Sleman, compared with 88.6, for Nusatenggara Barat and range from 78.7 per cent for 
Kabupaten Bima to 95.2 per cent for Kabupaten Lombok Timur. Low percentage of 
high environmental contamination in Kabupaten Kulon Progo Daerah Istimewa 
Yogyakarta as shown in the second panel of the table, can be explained by the higher 
percentage of households which owned private toilets (62.8 per cent) compared to 
Kabupaten Sleman in the same province, for example, where only 19.2 per cent owned 
a private toilet (Appendix B Table 2).
2.4. The Relationship Between and Socio-Economic and Demographic Factors 
and the Survival of Children.
The following section aims to examine the socio-economic and demographic 
differential in child survival in the two provinces. It is not my intention here to analyse 
the level, but the patterns of the survival of children need to be pointed out.
Table 2.5: Percentage of Households According to Environmental
Contamination for Each Kabupaten, NTB and DIY, 1980
Kabupaten H igh M edium L ow Total HH
Lombok Barat 85 13 2 32772
Lombok Tengah 94 6 * 27285
Lombok Timur 95 5 * 35621
S u m b aw a 89 11 * 15128
Dompu 79 20 * 4986
Bima 79 21 * 19183
N T B 8 9 10 * 134975
Kulon Progo 16 84 * 18068
B a n t u 1 44 56 * 31670
G u n u n g  K idul 41 59 * 32623
Sleman 54 42 * 33575
Yogyakarta 35 48 * 21388
D.I.Yogyakarta 41 5 6 * 137324
Source : Created from a Subset of the 1980 Census Tape
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2.4.1 Demographie factors
The relationships between age of women and parity, between parity and 
survivorship ratio of children, and between age of women and survivorship ratio of 
children in the two provinces are shown in Table 2.6. As would be expected, parity 
increased with women's age. In both provinces, the highest parity was observed among 
women aged 45-49. Generally, the survivorship ratio of children of parity less than one 
was lower than that of parity one or two; the survivorship ratio of children was highest 
at the second parity and declined thereafter. The survivorship ratio of children generally 
decreased with the increasing age of women. In both provinces, in general, the highest 
survivorship for children occurs for women aged 20-24, with a repetitive decrease from 
age 25-29 through to age 45-49. The effects of age and parity on the survivorship of 
children have been difficult to separate.
The common finding that babies bom to very young mothers have a higher risk of 
mortality than babies bom to mothers of 20-35 years of age (United Nations, 1973; 
Rutstein, 1983; Adioetomo, 1985:21) is difficult to substantiate here. As shown in Table 
2.6, the survivorship ratio of children bom to women aged 15-19 was almost the same 
as that for children bom to women aged 25-29, and slightly higher than that for children 
bom to women aged 30-34. In some kabupaten, the survivorship ratio of children bom 
to women aged 15-19 was slightly higher than for children bom to women aged 20-29. 
This was probably due to the fact that the children of women aged 15-19 years had on 
average lived for a shorter period of time than those of women aged 20-29. Therefore, 
they were not exposed to the risks of death for the same duration as the children of 
women aged 20-29.
Generally, it can be seen that the older the women, the higher the parity, and thus, 
the lower the survivorship of the children. As is well recognized in the literature 
(Rutstein, 1983:74-75; Rabell and Teran, 1986:474-475), this finding suggests that
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higher parity children are at greater risk of death. This is compatible with at least two 
possible explanations. First, higher parity children may miss out on their mother’s 
attention due to competition with siblings, and be subject to relatively poor care. 
Second, women with higher parity tend to be older, and therefore, their children are 
subject to the higher risk of death associated with older ages of mothers.
Comparing the two provinces, it appears that for all age groups of women, parity 
is lower in DIY than in Nusatenggara Baratt Hence, the survivorship ratio of children 
is higher in DIY than in Nusatenggara Barat. Further, the negative effect of parity on 
the survivorship ratio of the children is greater in Nusatenggara Barat than in DIY. 
Table 2.6 shows that the survivorship ratio of children in parity less than one in 
Nusatenggara Barat is lower, even when compared to the parity four in DIY.
There are a number of possible inter-relations between these variables, in addition 
to those between age of women and parity, parity and survivorship of the children, and 
age of women and survivorship of children. On every indicator used to describe socio­
economic and environmental conditions, DIY was more advanced than Nusatenggara 
Barat. It was also more developed than Nusatenggara Barat. Thus, apart from the age of 
mothers and parity, the socio-economic and environmental conditions of the societies 
may also have played an important role in the differences in survivorship ratios of 
children in the two provinces.
Nevertheless, this argument fails to explain the higher survivorship in Kabupaten 
Gunung Kidul. As noted, in terms of socio-economic and environmental conditions, 
Kabupaten Gunung Kidul was a poor and backward area, compared with the rest of 
DIY. Socio-economic conditions in Kabupaten Gunung Kidul were actually similar to 
those in the poorer province Nusatenggara Barat, as a whole. Moreover, despite its 
poorer socio-economic and environmental conditions, the survivorship ratio of children 
for all age groups of women in Kabupaten Gunung Kidul was equal to or higher than 
the provincial average for DIY.
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The second possibility is that traditions, norms, attitudes and practices linked to 
Javanese culture are important in improving the survivorship chances of children in 
DIY province. Alternatively, perhaps traditions, norms, attitudes and practices have a 
negative influence on the survivorship of the children in Nusatenggara Barat. It is not 
possible to explore this possibility from the census data. Data on health and illness- 
related behaviour may provide an indirect indication of such influences.
Although the census data did not provide detailed information on methods of 
treatment for illness, the question on the method of treatment use by those who were 
sick during the week preceding the census can be used. The data in Table 2.7 indicate 
that traditional healers still played an important role in Nusatenggara Barat. They were 
used by 23.3 per cent of sick people. By contrast, in D.I. Yogyakarta, only 3.0 per cent 
of sick people used traditional healers.
A third possibility is that differences in the levels of health surveillance and health 
service provision between the two provinces account for their different survivorship 
ratios. Unfortunately, information about this is not available in the census data, so a 
comparison is not possible at province level in this study. However, this issue is 
addressed in the field studies.
Table 2.8 presents parity and the survivorship ratio of children according to the 
age group and place of residence of the mothers. In both provinces, among the younger 
generation (women aged 15-34 for DIY and women aged 15-29 for Nusatenggara 
Barat), urban women had higher parity than rural women. They also had a higher 
survivorship ratio for children than did the rural women. For older women, as expected, 
urban women had lower parity and a higher survivorship ratio for children than rural 
women. Women aged 45-49 in DIY were an exception, with slightly higher parity than 
rural women. However, the survivorship ratio for their children was higher, probably 
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For both provinces, the survivorship ratio for children was higher in urban areas 
than in rural areas. Mortality differences between urban and rural areas in most 
developing countries indicate a uniform pattern where the survivorship of children is 
higher in urban areas than in rural areas (United Nations, 1982; World Health 
Organization, 1982). This can be explained in terms of the typical characteristics of 
rural facilities and rural dwellers. Compared to urban areas, the availability of medical 
facilities, transport facilities and educational facilities in rural areas is generally poor. 
Most rural dwellers have a lower level of education than most urban dwellers, and are 
employed in poorly paid occupations. Rural dwellers therefore have lower incomes and 
tend to be less able to afford a nutritionally balanced diet. Rural dwellers tend to occupy 
poorer houses with unsanitary conditions which create higher levels of environmental 
contamination. Census data and other sources show that in both provinces, rural 
facilities and rural dwellers were poor compared to urban facilities and urban dwellers 
(Biro Pusat Statistik (BPS), 1980; DIY, 1981; NTB, 1981).
2.4.2 Socio-economic Factors
The level of education of women is linked to the survivorship of the children 
through the proximate determinants. Since general custom does not allow students to 
marry while in school, education will directly affect age at first marriage. Delay in age 
at first marriage will generally reduce the number of children bom to a woman, and will 
thereby tend to increase the survivorship of the children. The level of education of 
women can also positively affect the survivorship of children through other proximate 
determinants such as environment, nutrition, and personal illness control. An increased 
level of education would tend to increase access to material goods, exposure to new 
ideas, awareness about the importance of environmental conditions, children's nutrition, 
and better knowledge about health care.
Table 2.9 presents mean number of children bom to ever-married women 
according to the level of education and place of residence of the women. In both
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Table 2.8: Parity and Survivorship Ratio* of Children 
Born to Ever-Married Women According to 
Age Group and Residence of the Women 
Nusatenggara Barat and D.I. Yogyakarta,1980
AGE GROUP:RURAL-URBAN:
NUSATENGGARA BARAT : D.I . YOGYAKARTA
:SURV.SHIP: :SURV.SHIP
OF WOMEN : RESIDENCE : PARITY : RATIO : PARITY : RATIO
15-19 RURAL 0.51 73 0.47 91
URBAN 0.71 81 0.65 96
20-24 RURAL 1.50 77 1.15 93
URBAN 1.63 86 1.26 94
25-29 RURAL 2.86 75 2.06 92
URBAN 2.89 81 2.13 93
30-34 RURAL 4.46 72 2.95 89
URBAN 4.34 78 3.19 93
35-39 RURAL 5.72 69 4.11 87
URBAN 5.44 77 4.00 92
40-44 RURAL 6.55 66 4.65 86
URBAN 5.83 71 4.58 87
45-49 RURAL 6.76 65 4.99 83
URBAN 6.17 67 5.02 85
= = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = =
SOURCE : Computed from Subset of 1980 Census Tapes
CHILDREN STILL LIVING
NOTE : * SURVIVORSHIP RATIO -------------------------- X 100
CHILDREN EVER-BORN
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provinces, for all kabupaten, with the exception of Kotamadya Yogyakarta, the mean 
number of children bom to ever-married women monotonically decreased as the level 
of education increased. For all kabupaten in Nusatenggara Barat and in DIY, the lowest 
mean number of children was observed among women who had completed junior 
secondary school or above.
The effect of women's education on the survivorship ratio of their children is 
shown in Table 2.10. As would be expected, the level of education was closely 
correlated with the survivorship of the children: the higher the level of education, the 
higher the survivorship ratio of the children.
Compared to DIY, the positive relationship between level of education and 
survivorship ratio of the children in Nusatenggara Barat appeared stronger. The 
survivorship
ratio of children bom to women who have completed junior secondary school or higher 
in Nusatenggara Barat was 1.33 times higher than that of children bom to women with 
no education.
The difference between the two provinces for women's education and the 
survivorship ratio of children was more significant among women with lower levels of 
education than those with higher levels of education. For those women with no 
education, the difference in the survivorship ratio of children between Nusatenggara 
Barat and D.I. Yogyakarta was 20, decreasing to 14, 10 and 4 for women with some 
primary, completed primary and completed junior secondary school and above, 
respectively.
Controlling for women's age, in general, the level of education was still closely 
correlated with the survivorship ratio of children. In both provinces, for the two 
generations aged 15-24 and 35-49, the highest survivorship ratio of children was 
observed among women with completed junior secondary school or above. Conversely, 
the lowest survivorship ratio of children was observed among women with no 
education.
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Table 2.9: Mean Number of Children Born to Ever-Married Women 
According to Level of Schooling and Residence 









:PRIMARY :AND ABOVE :
TOTAL
LOMBOK BARAT 4.3 3.5 3.4 3.0 4.0
LOMBOK TENGAH 4.6 3.4 2.7 2.2 4.2
LOMBOK TIMUR 4.8 3.8 3.3 2.7 4.4
SUMBAWA 4.7 3.9 3.1 2.9 4.1
D 0 M P U 5.3 4.2 3.5 2.2 4.4
B I M A 5.4 4.1 3.7 2.9 4.4















KULON PROGO 4.2 3.2 2.8 2.6 3.5
B A N T U L 4.1 3.1 2.6 2.5 3.4
GUNUNG KIDUL 3.8 2.3 2.1 2.0 3.2
S L E M A N 4.2 3.4 3.0 2.6 3.6













































1 CO 1 
1 
9 1 
































Source: Computed from a Subset of the 1980 Census Tapes
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The difference in survivorship ratio by level of education controlling for the age 
of mother (Table 2.10) shows a higher survivorship ratio for the children of younger 
than older mothers. This suggests that the older women had higher parity than the 
younger women, accounting for the lower survivorship ratio of their children. The 
positive relationship between level of education and the survivorship ratio of children 
was stronger in Nusatenggara Barat than in DIY, particularly for the older generation.
Table 2.11 presents the survivorship ratio of children according to age, level of 
education and rural-urban residence of the women. In both rural and urban areas, the 
level of education was closely correlated with the survivorship ratio of the children for 
Nusatenggara Barat. The difference in survivorship ratio by level of education, 
controlling for rural-urban residence of the women, shows a higher survivorship ratio of 
children bom to urban women than rural women, especially for those children bom to 
women age 25-49 with completed primary education and above. There was no 
difference in the survivorship ratio of children bom to women with no education 
between rural and urban areas.
In rural Nusatenggara Barat, the survivorship ratio of children bom to women 
with no education, some primary, and completed primary education increased slightly 
with increasing level of education but the survivorship ratio of children increased 
rapidly for children bom to women with completed junior secondary education or 
above. In urban Nusatenggara Barat, the survivorship ratio of children increased rapidly 
with an increasing level of education of the women. It appears that the positive 
relationship between level of education and survivorship ratio of children in 
Nusatenggara Barat was stronger for urban than rural areas. For D.I. Yogyakarta, the 
patterns were not clear.
Table 2.12 presents data on survivorship ratio of children according to age, 
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Daerah Istimewa Yogyakarta and Nusatenggara Barat in the survival of the children of 
the low economic status. The difference between the two provinces was more 
significant among women with lower economic status than with higher economic status. 
For those women with low economic status, the difference between Nusatenggara Barat 
and Daerah Istimewa Yogyakarta in the survivorship ratio of children was 21, 
decreasing to 14, and 6 for women with low, medium and high economic status 
respectively. In the low status group the difference between the two province was 
slightly greater in urban areas than in rural areas.
Within Nusatenggara Barat as would be expected, the survivorship ratio of 
children was lower among women with low economic status than among those with 
medium and high economic status. In Daerah Istimewa Yogyakarta, interestingly, the 
relationship was not evident in the data. The survivorship ratio for children of low and 
medium economic status was similar. The difference was only evident for the high 
economic status group.
2.5 Summary of Findings
The foregoing discussion indicates that on the basis of each of the indicators used 
to describe socio-economic and environmental conditions in the study areas, DIY was 
more advanced than Nusatenggara Barat. Conditions in DIY were markedly superior, 
particularly in terms of education and environmental conditions. The data also indicate 
that urban areas had a higher percentage of educated people, more households with high 
economic status, and a less contaminated environment than did rural areas.
Within the province of DIY, for most indicators, there were marked differences 
between Kotamadya Yogyakarta and Kabupaten Gunung Kidul. Kabupaten Gunung 
Kidul emerged as a poor and backward area, compared with elsewhere in the province. 
The socio-economic conditions in Gunung Kidul were similar to those in Nusatenggara 
Barat in general. For Nusatenggara Barat, the differences between the two islands are
50
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Table 2.12: Survivorship Ratio* of Children Born to Ever-Married Women
According to Age, Economic Status and Rural-Urban Residence of the Women 
Nusatenggara Barat and D.I. Yogyakarta, 1980
: ECONOMIC STATUS
AGE : LOW : MEDIUM : HIGH : LOW : MEDIUM : HIGH : LOW : MEDIUM : HIGH
RURAL NTB URBAN NTB RURAL-URBAN NTB
15-19 72 76 . 78 87 8 6 “ 73 79 8 6 “
20-24 75 80 94“ 77 89 97 75 82 96
25-29 73 79 84 60 84 94 71 79 91
30-34 70 74 88 69 82 92 70 76 90
35-39 67 74 83 71 80 87 67 75 86
40-44 64 71 82 61 76 85 64 72 84
45-49 63 68 81 62 68 85 63 68 84
TOTAL 68 73 84 66 79 89 67 74 87
15-19 90
RURAL DIY 
92 9 2 “ 9 6 “
URBAN DIY 
100“ 8 8 “
RURAL-URBAN DIY 
92 93 90“
20-24 93 92 96 94 95 94 93 93 95
25-29 94 92 95 94 92 95 94 92 95
30-34 90 90 96 90 93 96 90 90 9635-39 87 92 93 90 92 96 87 92 95
40-44 86 85 90 86 85 92 86 85 91
45-49 84 80 89 83 84 90 84 81 90
TOTAL 88 88 92 88
ii ii ii ii ii li 
c
o
II li li ii li ii ii
93 88 88 93
SOURCE : Computed from a Subset of the 1980 Census Tapes
Children Still Living
HOTE : ‘Survivorship Ratio = . . . . . . . . . . . . .  x 100
Children Ever Born
“ The number of CEB on which these ratios are based is 50 or less
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striking. The island of Sumbawa, which consists of Kabupaten Sumbawa, Dompu and 
Bima, was clearly more developed than Lombok, having a higher percentage of 
educated people, more households with high economic status, and a less contaminated 
environment. Furthermore, on most indicators, these three kabupaten on Sumbawa were 
more developed than DIY, especially in terms of literacy and economic status.
Within the more developed province of DIY, the least developed kabupaten had 
similar socio-economic conditions to those in the province of Nusatenggara Barat as a 
whole, but the infant mortality rate was low (55 per thousand live births). Within the 
poorer province of Nusatenggara Barat, the more developed kabupaten of Sumbawa, 
Dompu and Bima had similar socio-economic conditions to those in the province of 
DIY, but the infant mortality rate was high.
The analysis of socio-economic and demographic differentials and the survival of 
children indicates that differences exist between the two provinces. Within each 
province the differentials exist for different levels of education, age and parity, rural- 
urban residence and economic status of the women. The difference among those socio­
economic groups was more evident in Nusatenggara Barat than in Daerah Istimewa 
Yogyakarta. In Daerah Istimewa Yogyakarta, where public facilities are better than in 
Nusatenggara Barat, children of low economic status have a greater chance of surviving 
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Chapter 3
A QUALITATIVE APPROACH TO THE STUDY OF CHILD SURVIVAL AND 
DESCRIPTION OF THE STUDY AREAS
3.1 Introduction
The focus of the following first two sections is neither on the general discussion 
on quantitative methodology nor discussion on qualitative methodology. The aims are 
to highlight the importance and limitations of each approach in studying the complex 
phenomenon of child survival, and to demonstrate the need to combine the two 
aproaches in studying such a topic. It is important at this point to summarise briefly the 
plusses and minuses of each approach (Table 3.1).
This chapter has been organised into four sections. Following the introduction in 
section 3.1, section 3.2 is concerned with the limitations of the quantitative approach to 
the study of child survival as presented in Chapter 2. Section 3.3 presents the qualitative 
approach to the study of child survival. This section reviews briefly the literature on the 
qualitative approach in demography, highlights issues which emerge in the review, and 
points to the reasons for using a qualitative approach for this study. The main concern is 
to give rational for the choice of the two study villages and to describe the villages in 
section 3.4.
3.2 The Limitations of the Quantitative Approach to the Study of Child Survival
In addition to showing the limitations of the census (quantitative) data as 
presented in Chapter 1 (section 1.3), the aim of this section is to emphasize the
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limitations of a quantitative approach to the study of child survival. The analysis in 
Chapter 2 points to several limitations of the quantitative approach: it fails to explain 
unusuals pattem of demographic phenomena and is unable to explain how the socio­
demographic factors operate to influence child survival. As noted, these limitations are 
mainly because of the inherent nature of quantitative data which is collected using 
through quantitative approach. This approach usually focuses on very simple questions 
and expects a simple answer which may fail to elicit information on important 
behaviour underlying a situation. If information on a particular behavioural aspect is 
collected only in this way, the response only yields 'how it should be' information and 
not 'how it is' information.
Peoples' beliefs about disease causation, food preferences, value of children, and 
power relationships within the house play a vital role in determining child survival 
(Mosley and Chen, 1984:35-36; Singarimbun, 1984:210; Bhuiya, 1989:189-197). To 
obtain such information, the role of questioning in particular cultures, such as how 
questions should be asked, who can ask a particular question, and when a particular 
question can be asked, should be understood. If this of important role of questioning is 
neglected, the objective of understanding the socio-cultural context of a demographic 
phenomena will never be achieved.
The study of child survival also needs insights into the specific kinds of problems 
faced by communities studied and understanding of the problems in their socio-cultural 
context. This kind of understanding can only be obtained through lengthy, in-depth 
interviews with a small proportion of the families , which is not possible by using 
quantitative approach.
The complex phenomenon of child survival also involves sensitive issues such as 
fertility-related behaviour and family planning. In study areas such as Sumbawa, where 
family planning was a sensitive issue, it is impossible to raise such issues without trust
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and mutual understanding. To create such an environment was only made possible by 
participation in the community.
To summarize, while a quantitative approach is important in its own right and has 
advantages as pointed out in Table 3.1, the disadvantage of this approach is that it 
provides little opportunity to understand a particular demographic phenomenon in its 
socio-cultural context and to create an environment where the respondent is able to 
convey and explain the underlying reason for a particular behaviour. The use of the 
quantitative approach as the only approach for studying child survival would not 
achieve the objective. The foregoing discussion is summarized well in the following 
quotation from Caldwell and Hill in the introduction on recent developments using a 
micro-approach to demographic research:
Social science research on demographic issues is surprisingly deficient in 
theory for two main reasons: one is the overweening but understandable 
concern with measurement of the principal demographic parameters. The 
other is the reluctance of demographers to engage in research whose 
methods are unconventional and whose out put cannot be measured in 
numerical terms. The reasons for this demise of demographic research on 
the 'remote' determinants of fertility, mortality and migration are manifold 
but one component is the success and dominance of a single methodology 
(the sample survey) and its accompanying panoply of semi-standardized 
analysis techniques (e.q. 'direct' and 'indirect' methods for calculating the 
basic demographic parameters; regression analysis of varying levels of 
sophistication). The survey is good at describing patterns and for the 
analysis of simple associations, but it has to be selective with reference to 
the respondents contacted and the topics to be explored. The sampling 
design itself often means that individuals are not seen in the setting of 
families, nor households in the context of their neighbours. Techniques such 
as mapping or re-survey of the same population can produce a provocative 
description of a single phenomenon but such descriptive work based on 
survey material is unlikely to generate an original body of theory (Caldwell 
and Hill, 1988:1).
3.3 A Qualitative Approach to the Study of Child Survival
Over the past decade, social-researchers, and demographers in particular, have 
begun to realize that to understand demographic phenomena, combining the quantitative 
and qualitative approaches is necessary (Hull, 1975:24-25; Caldwell, 1988:4-5;
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Table 3.1: Plusses and Minuses of Quantitative and Qualitative Approaches
Quantitative Qualitative
Relatively rapid (+) Takes time (-)
More easily replicable (+) Replicability difficult (-)
Large population can be 
surveyed (+)
Problems in generalising data 
to large proportion of the 
culture due to small samples
Random sampling possible(+) Random sampling impossible(-)
Statistical analysis (+) Little statistical testing of 
data (-)
Fewer problems with data(+) 
Collector bias as more 
structure, but problems 
of structural bias (-)
Problem of data collector 
bias (-)
Attitudes may be revealed 
in careful research 
design (+)
Attitudes revealed (+)
Survey questionnaire tend 
to get reporting of ideal 
behaviour (-)
Possible to identify real vs 
ideal behaviour (+)
Difficulty in dealing 
with sensitive topic (-)
Sensitive topic can be 
explored in context: more 
time, rapport, etc. (+)
Little cross-checking (-) Cross-checking used (+)
Little time or rapport 
for much observation (-)
Observation possible (+)
Must be specifically looked 
for difficult if don't know 
they are there. Must have 
induction of interrelation­
ship before questionnaire can 




usually limited to 
preselected question 
may miss important 
items (-)
Open ended - i.e any factors 
affecting a problem can be 
observed (+)
Adapted from Scrimshaw (1989:7)
59
Scrimshaw, 1989:22). This combined approach was given important impetus by 
Caldwell and his colleagues, at the first meeting of the IUSSP Micro-Approaches 
Working Group in Canberra in September 1984. Since then, the approach has become 
popular and social researchers, particulary demographers from various countries and 
diciplines using such an approach for studying fertility, mortality and migration. To 
give some examples were study by Caldwell and his colleagues in South India 
(Caldwell et al., 1988), study by Chen in Rural Bangladesh (1988:263-277) and study 
by Das Gupta (1988:88-102). However, other than noted above, the use of combined 
approach to the study of child survival and its correlates has received relatively little 
attention from demographers. This section points briefly the use of qualitative approach 
(micro/quasi-anthropological approach) to the study of child survival.
The major themes that have emerged from this approach are the connection 
between maternal education and child survival (Lindenbaum, 1989), the socio-cultural 
context of health behaviour (Rahardjo and Comer, 1989; Sushama, 1989; Nation, 
1989), and infant feeding practices and child nutrition (Carael, 1988:180-190; Aaby, 
1988:278-296; Goode, 1989: 126-161; Reddy, 1989; Mull, 1991:175-191;)
Those studies has highlighted the most important issues in using the qualitative 
approach in studying child survival. All the researchers mentioned above emphasized 
the importance of participant-observation and in-depth interviews in gathering such 
information on behaviour which plays a vital role in determining child survival.
The forgoing discussion also indicates the importance of a combined quantitative- 
qualitative approach in studying the complex phenomenon of factors which affect child 
survival. On the one hand, a quantitative approach based on a large sample can be used 
to establish the overall context and provide information on the distribution of a variable 
or a pattem which could be predicted for further study. But this kind of approach can
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not be used to explain the underlying reason for a causal relationship. On the other 
hand, a qualitative approach, with small samples, could not be used to generalize for the 
population as a whole, but can be used to validate the findings of the quantitative 
approach. The importance of combining the two approaches was pointed out nicely by 
Scrimshaw (1989:1):
Quantitative methods used in isolation tend to jump ahead to a focus on 
reliability and replicability, but if validity is compromised, these efforts are 
wasted on data which do not reflect reality. Qualitative methods can capture 
actual behaviour with great accuracy, and can produce detailed information 
and insights applicable to both the development of testable hypotheses and 
the interpretation of quantitative data.
3.4 The Study Areas
As noted, choosing a research site is a difficult task (Hull, 1975:50-55; 
Streatfield, 1982:152-157; Caldwell et al., 1988:25). In selecting one village in 
Kabupaten Gunung Kidul and one in Kabupaten Sumbawa which each reflected the 
range of socio-economic and ecological patterns present in the kabupaten under study, 
with similar infrastructure and facilities, several considerations were taken into account. 
The first was that the villages needed to be located in the kecamatan (district) 
administrative centre outside the capital kabupaten. Such villages have comparatively 
good access to government health, education and economic facilities, including 
puskesmas, public schools and the market, as well as to the public transport and roads 
which link the district to the kabupaten capital. The other consideration was that the 
health centre in both study areas needed to have been in existence for the same period. 
It was assumed that the initial existence of a health centre would affect the community, 
particularly in terms of health. It was also assumed that the existence of a non­
government organization (NGO) would play a role in community life. If an NGO 
existed in the study area in Gunung Kidul, the study area in Sumbawa should also have 
a similar NGO. In fact, no NGO existed in either study area.
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It was realized that there were many more features influential in shaping 
community life; however, for the purpose of this study, which places more emphasis on 
characteristics to reflect the range of socio-economic and ecological patterns present in 
the kabupaten, those considerations were considered sufficient. To protect the identity 
of the community pseudonyms have been used in this thesis.
3.4.1 Ode Village, Kabupaten Sumbawa
a. Description of the village
The village was located in the western part of Sumbawa Besar, the capital city of 
kabupaten Sumbawa. It had good access to health facilities and by public transport, 
served by a bus and mini-bus service which ran frequently particularly in the morning.
The village was made up of three karang (hamlets): Karang Ode, Karang Rhea 
Bhakti and Karang Lembuak. Most of the inhabitants in the first two karang were 
Samawa (an ethnic group originally from Sumbawa) and the last, Karang Sanikan, was 
mostly inhabited by Sasak (an ethnic group from Lombok). The Karang Lembuak 
settlement was scattered, consisting of three sub-karang (gubug), and the farthest 
gubug, gubug Sanikan was located about four kilometres from the village centre. Gubuk 
Mapin, the largest gubuk in Karang Lembuak (consisting of 97 households), was an 
isolated settlement. No road linked this gubug to the centre of the village, which could 
only be reached by walking along small dikes in the rice fields, or by crossing the river 
which separated the gubuk from the village centre.
Residential land, which was located away from agricultural land, was crowded 
(see Figure 3.1) and, except in karang Rhea Bhakti houses were arranged in close
^This is a relatively new hamlet, built in 1969 when floods destroyed many houses in Karang Ode. Most 
of inhabitants of this karang were originally from Karang Ode
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proximity in clusters (details of the pattem of settlement, housing and sanitary condition 
are presented in Chapter 4, Sections 4.3.1 and 4.3.2). Most of the public and economic 
facilities such as the health centre, schools, the market, stores and offices were located 
in Karang Rhea Bhakti, lining the main road which connected the kabupaten capital to 
districts {kecamatan) in the kabupaten. (Details of the market and stores presented in 
Chapter 6.2.1).
The public facilities in Ode village were good for a village by Indonesian 
standard. People had access to media information and communication. Kompas, the 
largest national daily newspaper printed in Jakarta, had an agent in the village. During 
my fieldwork, thirty-four households subscribed to a newspaper each day. Most of the 
subscibers were public servants including district officials, teachers, health staff and 
store owners.
Most of the houses in Karang Ode and Karang Rhea Bhakti were served with 
electricity and had access to a piped water supply and telephone facilities. However, 
only about one-third of households used the available piped water supply facilities and 
only about ten per cent of the households used the telephone facilities. Although 45 
households in the village owned a television, it was not an important means of exposure 
to the media television, because of technical problems and atmospheric disturbances. 
Table 3.2 presents data on type of housing and public facilities available in the village.
The village had four primary schools, one of these was Madrasah Ibtidaiyah (a 
private primary Islamic school). The village also had two junior high schools, one 
public and another private Islamic school {Madrasah Tsanamyah). One public senior 
high school (SMA Negeri) was located in the nearby village, within less than ten 

























































o I CDEX CDCDa?> ■§£0 .
D D 
D D 
□  □ 1 EB • ◄ A * I 1 X 3 □ iiii ••••
Table 3.2:
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Type of housing and hublic facilities available by karang. 
Ode village, 1988. (Percentage of total houses) N=565
Ode Rhea B. Lembuak Total %
H o u sin g  type: 
- Permanent 3.0 3.7 4 .4 63 11
- Stilt house 26.4 21 .0 16.3 358 63
- Temporary 1.2 4 .6 18.6 144 25
O w n ed  L avatory 1.9 4.8 0.3 40 7.1
H o u ses serv ed  w ith /ow n in g:  
-Well 1.9 3.2 0.5 32 5.7
- Hand pump 1.1 (1) 1.6 16 2.8
- Piped water 9.4 12.4 3.4 142 25.0
T elep h o n e 4.1 2.5 1.6 46 8.1
H o u seh o ld  ow ned:
- Television 3.0 3.2 1.6 45 8.0
- Radio 13.4 1.1 1.2 89 15.7
- Bicycle 6.5 3.2 1.2 62 7.2
- Motorcycle 2.8 3.2 1.2 41 11.0
- Truck & mini bus (2) (5) (-) 7 1.2
Schools:
- Primary (2) (2) (-) (4)
- Junior secondary (1) (1) (-) (2)
M o sq u e (2) (1) (4) (7)
P u sk esm a s - 1 - 0 )
P osyan d u (1) (1) (-) (2)
Source: Village Statistic, 1988
Note: Figures in brackets are raw numbers
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b. Demographic Characteristics of Ode Village
The 1988 village statistics reported that the village had 663 households with a total 
population of 3183. Of those, 593 were children 0-6 years of age. Table 3.3 presents 
data on population according to age and sex and Table 3.4 presents data on population 
according to age and hamlet. The average household size was 4.8 person, exactly the 
same as the average for Kabupaten Sumbawa (Sumbawa Dalam Angka, 1986:23). 
According to a village official, the village statistics were based on a village census 
conducted in 1987 for the 1987 election.
Table 3.3: Population by sex and age group. Ode Village, 1988
(Percentage of total)
Males Females Total Sex Ratio
Age group* 
0 -6 8.1 10.5 593 77.5
7 -9 4.2 3.5 245 120.7
10- 12 3.5 3.7 230 96.6
13- 15 4.1 3.6 245 114.9
16- 18 3.4 3.6 223 92.2
19-25 4.7 6.1 343 76.8
26-45 12.5 12.9 808 97.1
46 + 8.0 7.6 496 104.9
Total 1545 1638 3183 94.3
Total % 48.5 51.4 99.9
Source: Adapted from village statistics, 1988
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Table 3.4: Population of Ode village according to age group and karang, 1988 
(Percentage)
Ode Rhea B. Sanikan Total %
A ge group*
0 - 6 7.0 5.8 5.8 593 19
7 - 15 8.6 7.7 6.2 720 23
16-25 7.4 5.3 5.0 566 18
26-46 9.2 8.5 7.6 808 25
46 + 5.8 4.8 5.0 496 15
Total 1211 1026 946 3183 100
Total % 38.0 32.3 29.7 100.0
Source: Adapted from village statistics, 1988
Note: *The original age groups were: 0-6; 7-9; 10-12; 13-15; 16-18; 19-25; 26-
45; 46 +
Although I found there were some households headed by women (the husbands had 
migrated to Malaysia), village statistics did not report the existence of female-headed 
households. When I asked an official about this, I was told that in such cases usually a 
close relative of the women (father or brother) is recorded as the head of the household. 
Like other statistics provided by the Indonesian government, there was no information 
on ethnicity. According to an informant, about 50 per cent of the population in Ode 
village were Samawa, 40 per cent Sasak and the remaining 10 per cent were Javanese, 
Chinese and Buginese.
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c. Education, occupation and community activities
According to the village statistics, 28 per cent of people in the village never 
attended school. Compared to the kabupaten figures, this number was large. Table 3.5 
presents data on educational attaintment of people in the village study and in kabupaten 
Sumbawa. Although the percentage of those who never attended school was higher in 
the study village, the percentage of those who completed junior secondary (SMP) and 
above was also higher in the study village. Thus, in the study village those ever 
attending school were more likely to continue their education than generally found in 
the kabupaten as a whole.
Table 3.5: Educational attainment. Ode Village * and Kabupaten
Sumbawa2 (Percentage)
Ode Village Kab. Sumbawa
Educational Attainment
Never attended 28 12
Did not/not yet
completed primary school 18 32
Completed primary 32 46
Completed junior 
secondary (SMP) 15 6
Completed senior 
secondary (SMA) 7 3
Completed Academy * *
N * * 2189 292483
Sources: for Ode village: Village statistics, 1988
for Sumbawa: Sumbawa Dalam Angka, 1986:91-92 
Notes : . 1988 figures; 2 1986 figures
* Less than one per cent
** excludes those still at school (994 in Ode 
village and 46340 in kabupaten Sumbawa)
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Table 3.6 presents data by sex on educational attaintment of people in the study 
village. Up to junior high school, the pattern for males and females was similar, but 
after that, more females dropped out than males. Available data for the kabupaten and 
the province as a whole did not provide such information; therefore, I could not 
compare this information. I suspect that this pattern is also present all over Indonesia.
In conversation with people in the study village in Sumbawa conflict on the 
education of females frequently emerged. On the one hand, there was a strong intention 
of parents in this village to educate their daughters as high as possible but, on the other 
hand, many parents worried that if their daughters went on to a higher level they 
might become more free, 'wild' and difficult to control. Some parents worried about 
finding a partner for their daughters if they were well-educated. A common opinion 
from these parents was:'...whatever education they have, they will go back to the 
kitchen..'.
A man, whose daughter was a drop-out from grade two senior secondary school, 
told me about his worries. He was a rich and respected man in the village, and 
according to some informants he was an open-minded person. Two of his sons were 
studying at Mataram University in Mataram, the capital of Nusatenggara Barat 
province. He told me:
'... actually I intend to send my daughter to complete SMA or higher if she 
can. I do not have financial problems to educate her. I could afford all the 
expenses even if she wanted to go to Mataram or Java. But when she 
reached grade two, I noticed that she started to oppose me and her mother. 
She never listened to her mother. I always reminded her not to disobey us. It 
was a sin and against our religion. One day when I returned from Sumbawa 
Besar, I really lost my patience when I saw my wife crying and knew the 
reason was that my daughter disobeyed her when she said not to go to a 
movie with friends. My wife was very afraid and knew that I would blame 
her for letting my daughter go to a movie. When my daughter came home I 
said to her that she should stay at home and leave school. I thought it was 
better to have an uneducated but obedient daughter than a 'wild' one...’.
2. Some mentioned SMP (junior secondary) but others mentioned SMA (senior secondary).
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With a sigh, he added:
I was disappointed that she could not finish her education. She is bright 
and she always had a good report from school. But what could I do? Above 
all, our society could not accept 'pergaulan bebas' (literally 'free association' 
- which means 'too free with men'), particularly for a girl. It is difficult for 
such a girl to find a partner. No man will marry a disobedient girl, whatever 
her brightness and beauty. Just look around this district, many well- 
educated girls became 'perawan tuä (spinsters).
This case illustrates the conflict between a parent's intention to educate his 
daughter to a higher level and his worries about what he (and his society) consider the 
possible negative effects of edcating his daughter to a higher level. His consideration 
was mainly based on his society's views on how a girl is supposed to behave.
Table 3.6: Educational attainment by sex. Ode Village, 1988 (Percentage)
Males Females
Educational Attainment
Never attended 26 29
Did not/not yet
complete primary school 17 20
Completed primary 31 34
Completed junior 
secondary (SMP) 15 13
Completed senior 
secondary (SMA) 10 3
Completed Academy 1 *
N * * 1040 1149
Source: Village statistics, 1988 
Notes: * less than one per cent
** excludes those still at school (994)
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Village statistics on occupation provide data according to sex and adults ^  in 
households who participated in economic activities (Table 3.7). It should be noted that 
the data was based on adults, not heads of household. According to the data, about half 
of adults in the village were involved in economic activities. They participated in the 
five prevailing types of economic activity: agriculture (owner/sharecroper), wage labour 
(mainly in agriculture), trade, public service and transportation. Among the adults who 
participated in economic activities more than one-third (37 per cent) were women. Most 
of them were employed in trade and agriculture which accounted for 92 per cent of 
adult women who were involved in economic activities.
The observation of traders in the village market and food peddlers (Chapter 6 
Section 6.2.1) confirmed that many women in the village were involved in economic 
activities. According to informants, most of these women were married, and it was 
unusual for young unmarried women (gadis remaja) to be involved in trade. Those who 
were involved in trade were either married or were young girls. The young women were 
usually involved in agricultural work, where their relatives were around them or in 
household tasks.
The women's economic activities outside the household and the number of hours 
they spent in household tasks filled their time; therefore, it could be expected that 
without any strong support from the community and other household members, 
particularly the husband, it would be difficult to mobilize and involve these women in 
community development programs. The role of the family welfare movement (PKK) 
and community participation in health programmes are discussed in Chapter 4 Section 
4.6.
•^One of the village staff told me that in the data, adult means those who were sixteen years and over
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Table 3.7: Occupation by sex. Ode Village, 1988 (Percentage of total)
Males Females Total %
Occupation
Agriculture * 15.7 5.0 202 20.8
Wage labour^ 21.2 13.9 341 35.0
Trade^ 7.6 15.3 223 22.9
Public servant 10.8 2.5 129 13.3
Transportation 4.9 — 48 4.9
Others 2.8 (3) 30 3.1
Total 613 360 973 100.0
Total % 63.0 37.0 100.0
Source'Adapted from village statistics, 1988 
Notes* 1 includes owner/sharecropper 
nn  agriculture 
■ i^ncludes army
Village statistics recorded that the vast majority (95 per cent) of the population is 
Moslem, about three per cent were Christian and the other two per cent were Hindu and 
Buddhist. There were four mosque and three langgar (prayer houses, smaller than a 
mosque) in the village and all of these buildings were luxurious by village standards. 
All were built from good quality materials; the walls were made of concrete, the floors 
were made of teraso (good quality tiles) and the roofs were made of corrugated iron or 
tiles. The two biggest mosques had a large cement yard with a concrete fence. Villagers 
were proud of these buildings and many times I was told that these buildings were the 
result of gotong-royong (mutual self-help) in the community.
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During my fieldwork in the area, I noticed that Islamic religious activities were 
prominent. The mosque and langgar were the centre of community activities. I 
observed that in the afternoon children were taught to read the Qur'an in the mosque and 
in the evening after sembahyang maghrib (sunset prayers) many village men gathered in 
these places. Although I could participate in the sunset prayers as other women did, as a 
women, I could not participate in the men's gathering. I was told by informants that at 
these gatherings, they usually discussed community concerns.
3.4.2 Trihardjo Village, Kabupaten Gunung Kidul 
a. Description of the village
Trihardjo village was located in the centre of Redjomulyo district (kecamatan), 
about 20 kilometers to the northwest of Wonosari, the capital city of kabupaten Gunung 
Kidul. The area was served approximately by hourly a colt (mini bus) from early 
morning up to the evening, connecting the district to the kabupaten capital and other 
districts. In the morning and afternoon, between 6 am and about 7.30 am and between 2 
pm and 3 pm the service became more frequent since many secondary school students 
and public servants who study and work in Wonosari used this transport. Every day 
there were a few buses to Jakarta passing through the village.
The village comprised eight hamlets (padukuhan). The hamlets were dispersed, 
separated by dry, unirrigated agricultural land where the only crops that could grow 
easily were cassava and com. The village was surrounded by infertile limestone hills 
and about one thousand hectares of government teakwood forest. Of the 580 hectares of 
land (excluding teakwood forest), about eighteen per cent was residential. Many houses 
in the village had extensive house-yards. (See Chapter 4 Sections 4.3.1 and 4.3.2 for a 


































































Since August 1979, there has been a new arrangement in the village 
administration system, namely, dasa wisma (ten households). The initial purpose of this 
new system as declared by the head (Bupati) of kabupaten Gunung Kidul was to 
facilitate contraceptive delivery to the villagers. (Hatmadji, 1990:189). Since then, the 
dasa wisma system in Trihardjo village has been used for other purposes such as arisan 
(a rotating credit fund run by neighborhood women"*), pos pengobatan (a medical post), 
and pokbang (kelompok penimbangan, literally means under-five weighing group). In 
1988, there were 108 dasa wisma in Trihardjo village.
The idea of this system originally came from the head of Ngunut village, a village 
in district Playen, Kabupaten Gunung Kidul (Hatmadji, 1990:189). In an interview with 
Hatmadji, the head of the village described how he developed his idea:
After implementing the family planning programme for some years I 
learned that there are two stages in motivating and recruiting the people to 
use contraception. First, the persons who are considered as their chiefs 
should become examples {panutan), so that the villagers will gradually 
follow the same way. Second, the examples should be accompanied by a 
good service. During those days I felt that the family planning service had 
stopped down to kecamatan level, and the work for recruiting new 
acceptors and maintaining the acceptors was put under the responsibility of 
village heads, hamlet heads (kepala dukuh) and the heads of the 
neighbourhood union {kepala rukun tetangga) as an additional job. 
Considering the educational level of these persons with their span of 
knowledge and their span of management and with their variety of jobs, it 
would be more effective to work with a small group of people. To control 5 
to 12 eligible couples in 10 households is much easier than managing 90 
persons in one hamlet. One of the women is chosen by all the members, not 
by the village head, to become a coordinator of the dasa wisma group. She 
is the cadre of the dasa wisma group, and mediator of the members with the 
fieldworker, the head of the hamlet and the head of the village. I found that 
with the dasa wisma system, not only did contraceptive service become 
better, but also births and deaths in the group are easy to record. Once a 
month the cadres meet with the village authorities and fieldworkers, to 
collect contraceptive methods and to report what was happening in the last 
month in their group.
^Arisan dasa wisma in the study area was not only for women, but for couples. It was held monthly, and 
each household contribute one thousand rupiah (about 75 cent A$). I observed that usually after arisan the 
men continued to play card up to midnight.
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Most of the public facilities such as puskesmas (health centre), market, stores and 
offices were located in dukuh Wijimulyo, the centre of village. The farthest padukuhan, 
dukuh Wijirejo, is located about five kilometers from the centre of the village or about 
45 minutes, walking distance, connected by dirt village roads.
Compared to the public facilities available in Ode village in Sumbawa, the public 
facilities in Trihardjo village were poor. Access to media , such as newspapers, was 
limited. No one had access to both local and national newspapers. The only newspaper 
available was Suara Karya, the goverment newspaper. It was available in the district 
office, but was usually out of date. The only house to have telephone facilities was the 
house of the district chief (Camat).
People, especially women, received information about child health care, nutrition 
and hygiene through posters and television. Posters and printed materials were available 
in the local language (see Appendix D), and were displayed prominently in the 
posyandu (pos pelayanan terpadu), that is, the Integrated Service Post which was 
accessible in each hamlet.
Of the eight hamlets, only one hamlet was served with electricity and only 231 
houses (20 per cent) in the village had piped water. The piped water service began in 
1986. Since then water sources have been considerably improved. Although the 
numbers of houses served with piped water were small, all householders had access to 
clean water from public pumps or shared with neighbours who had direct piped water. 
Water obtained in this manner was usually brought indoors and stored in a gentong (a 
water container made of clay). Table 3. 8 presents data on public facilities available in 
Trihardjo village, kabupaten Gunung Kidul. The village statistics did not specify this 
information by hamlet.
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Table 3.8: Public and Housing facilities available in Trihardjo Village,
Kabupaten Gunung Kidul, 1988 (percentage of houses) N=1131
Number Total %
H o u sin g  serv ed  w ith :
Electricity 163 29
Rain water tank 226 19
Direct piped water* 231 32
Toilet:
- with septic tank 34 **
- without septic tank 910 80
Garbage disposal 1126 99





-Television set 81 7
P u b lic  F acilities:
- Puskesmas 1
- Posyandu (Health post) 12
- Schools:
- Primary 4
- Junior secondary 4
- Private senior secondary 1
- Mosque 9
- Church 1
Source: Village statistics, 1988
Notes: * information collected from the Water Authority 
** less than 5 per cent
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b. Demographic Characteristics of Trihardjo Village
According to the 1988 village statistics, the village had 1165 households, a total 
population of 6205 and 602 children five years old and under (0-5 years). The average 
household size was 5.3, slightly lower than the average for kabupaten Gunung Kidul of 
5.4 (Kantor Statistik Gunung Kidul, 1986:49). Of the 1165 households, 165 (14 per 
cent) were headed by women. Many young mothers in this village are returned 
migrants, most of whom worked as servants in Jakarata or other cities before marriage. 
Table 3.9 presents data on population by sex and age groups in Trihardjo Village.
Table 3.9: Population by sex and age group. Trihardjo Village, 1988 (Percentage 
of total)
Males Females Total Sex Ratio
Age group* 
0 -5 4.4 5.2 602 86.4
6 -1 0 5.9 5.4 700 109.5
11 - 15 5.9 5.2 688 112.3
16-20 5.0 4.8 614 104.0
21-25 4.9 5.5 643 89.1
26-30 3.7 4.3 498 86.5
31-35 3.2 3.4 411 92.1
36-40 2.9 3.4 390 86.6
41-45 2.6 2.8 337 90.0
46-50 2.8 3.2 373 89.3
51 + 7.1 8.2 949 86.8
Total 3011 3194 6205 94.3
Total % 48.5 51.5 100.0
Source: Adapted from village statistics, 1988
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c. Education, occupation and community activities
Table 3.10 presents data on educational attainment of people in Trihardjo and in 
Kabupaten Gunung Kidul. There were similar patterns for educational attainment in 
Kabupaten Gunung Kidul in general and in the study Village. The available village data 
on educational attainment did not specify education by sex. The village survey data also 
did not reflect the educational attainment of the village women as a whole because 
survey data were collected only for married women with children under five years of 
age. In order to provide information on education of women in the area, the 1980 census 
data were used. It was assumed that the pattem of the 1980 census data was also similar 
for education of women. Table 3.11 presents data on the percentage distribution of 
women aged 15-49 years by age group and educational attainment in Kabupaten 
Gunung Kidul.
The data in Table 3.11 demonstrates the considerable difference in educational 
attainment between the younger generation of women (aged 15-29) and the older 
generation (aged 30-49) in Kabupaten Gunung Kidul. Among the younger generation, 
only about 20 per cent had never enrolled in school, while for the older generation, the 
figure was more than 75 per cent.
Through focus group interviews I gathered information on the educational 
situation in the village and parents aspirations for their childrens education. I was told 
that for the primary level, the available facilities for children in the village were more 
than enough. One school teacher said that in 1986 two primary schools in the village 
were merged because they did not have enough students. Further, she said that, in 1990, 
they would probably have to merge the other two schools. The reason given was that 
nowadays, since most families only have two children, the school lack pupils. By 
contrast, the village did not have enough educational facilities for the secondary school
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level. The only secondary school available in the village was private and people 
preferred send their children to public schools. To further their studies beyond junior 
high school, most of the village children had to go outside the village, to Wonosari.







Never attended 45 43
Not completed/not yet
completed primary schoola 30 33
Completed primary 20 18
Completed junior 
secondary (SMP) 3 4
Completed senior 
secondary (SMA) 2 2
N 4429b 493480c
Sources: for Trihardjo village: Village statistics, 1988 for Gn.Kidul: Gn.Kidul 
Dalam Angka, 1986:110 
Notes: . 1988 figures; 2 1980 census figures
a For Trihardjo the category is only for those who did not 
complete primary.
b excludes those who had not yet reached school age and 
those still at school (1776) 
c Population ten years and over
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Table 3.11: Percentage distribution of women aged 15-49 years, by age group
and educational attainment, Kabupaten Gunung Kidul, 1980
Age group









15-19 15.6 35.2 37.5 11.6 27105
20-24 26.5 37.8 26.9 8.6 25782
25-29 34.8 32.1 25.1 8.0 23699
30-34 51.8 26.3 15.5 6.3 20735
35-39 71.3 17.3 8.5 3.0 21895
40-44 88.4 7.8 2.5 1.4 20267
45-49 91.4 6.5 1.7 0.3 17899
Total 79967 38905 28953 9557 157382
% (50.8) (24.7) (18.4) (6.1) (100)
Source: Hatmadji, 1990:182
From the focus-group interview, I noted that parents in the village wanted their 
children to have education for as many years as possible. For education, most parents 
were ready to 'cancut taliwondo' (a Javanese expression which means that they are 
ready to make a sacrifice) for their children. They also did not discriminate between 
their children; boys or girls, according to them, were the same. One parent mentioned 
that, in his opinion, girls had more chance of success because they were more serious 
than boys. He gave an example from the village, that nowadays, although more boys 
study at tertiary level in Yogyakarta, they only go to private universities (Universitas 
swasta) not to Gadjah Mada~\ while the girls, even though there were only three of
^This is the oldest public university in Indonesia, and considered the best. Many parents in the village 
expecting that their children can go to this university.
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them, were studying at Gadjah Mada University. From the discussion, I noticed that 
although their educational level was low, their aspirations for their children were high. 
A similar finding was documented by Hatmadji (1990:182-183).
Table 3.12: Distribution of Heads of Household according to Occupation.






Civil service 35 3
Others 47 4
Total 1165 100
Source: Village statistics, 1988
Village records on occupation did not specify the occupation of heads of 
household according to sex and gave no more detailed information. I was told by a 
village official that 'agriculture' referred to those who owned land and those who 
controlled land through renting or in a sharing arrangement. 'Labouring' included those 
who worked in agriculture or other fields for wages. He explained that the 
classifications as shown in the records were more appropriate since most people who 
worked as labourers were usually srabutan (that is, they worked in whatever job was 
available). Except for the civil service and agriculture, most of them also worked 
outside the village as labourers on projects such as road construction or a construction 
project in Jakarta. The work opportunities in the village were very limited and erratic.
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traders. Only six of them were considered better-off traders, who owned capital and had 
a permanent stall in the village market.
In this village, community activities were mainly dominated by women's 
activities. During my field work, I observed that at least twice a week there were 
women gathering in the village office or in the head of hamlet's house. These activities 
were usually conducted between about 11 am and 1 pm when the women had finished 
their household tasks and before their children came back from school. The description 
of women's activities in the village is presented in Chapter 4, Section 4.6.
3.5 Summary
This chapter began with a brief evaluation of the limitations of the quantitative 
approach to the study of child survival followed by a review of the qualitative approach 
and a discussion of the importance of combining the two approaches. The sections 
following described the two study villages in terms of their social and economic profile.
Compared to Trihardjo village in Kabupaten Gunung Kidul, Ode village in 
Kabupaten Sumbawa was more wealthy. It had more fertile arable land with good 
irrigation that enabled villagers to plant rice and other cash crops such as garlic and 
onions. The public facilities in the village were good; people in the village had good 
access to government health and education facilities as well as to public transport.
Conflict on women's education emerged. Parents in this village had every 
intention of sending their daughters to attain higher levels of education, but the intention 
often conflicted with society's views about the role of young women. Some villagers 
considered a higher level of education for women to be a factor which influenced their 
behaviour which could not (yet) be accepted by the society.
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Religious activities were prominent in this society. Many community activities 
were conducted in the mosque and langgar, and most of these activities were conducted 
by the village men. Women were rarely involved in the community since their tasks 
were focused mainly in and around their houses.
Although to some extent the public facilities were better in Ode Village than in 
Trihardjo village in Gunung Kidul, people in Trihardjo village also had access to the 
government health, education and road facilities. The geograhical conditions provided 
little opportunity for the villagers to grow cash crops, they could only grow their 
subsistence crops on their unirrigated dry land.
In Trihaijo village parents wanted their children to have as high an educational 
level as possible. They did not discriminate in education between girls and boys. The 
society's view of women, particularly young women, was not an obstacle for the women 
to enjoy their freedom.
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Chapter 4
COMMUNITY AND INSTITUTIONAL EFFECTS INFLUENCING 
THE DIFFERENCES IN CHILD SURVIVAL IN THE STUDY COMMUNITIES
4.1 Introduction
Analysis of the 1980 Indonesian census data in chapter 2 revealed that, for most 
indicators, Kabupaten Gunung Kidul was poor and backward compared with the other 
regencies in DIY province, which was in turn a more developed and prosperous 
province than NTB. In fact, socio-economic conditions in Gunung Kidul were quite 
similar to those in NTB as a whole, but the infant mortality rate was lower (55 per 
thousand live births when DIY was 62 per thousand). By contrast, within the province 
of NTB, socio-economic conditions in the second most developed regency, Kabupaten 
Sumbawa, were more tike those in the province of DIY as a whole, but the infant 
mortality rate was very high (153 per thousand live births). By most development 
indicators, DIY was a much more developed province than NTB, which remains one of 
the poorest in Indonesia (see Chapter 2). Yet socio-economic conditions in the poorest 
region (Gunung Kidul) of the more developed province (DIY) were generally 
comparable to those in the most developed region (Sumbawa) of the less developed 
province (NTB). This raises the question of the relative importance of the micro-level 
community socio-economic context and the meso- (middle-) level context of the 
province, and the role of institutional factors at these levels in influencing child survival 
and infant mortality.
There are several explanations of the causes of the higher infant mortality rate in 
Sumbawa as compared to Gunung Kidul. In addition to those related to the level of
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development, others have been traced to institutional effects and differences in 
community participation and the cultural conditions of each society.
4.2 The Health Environment in Java : the Historical Background
One explanation for the difference in the patterns of hygiene-related customs and 
behaviour in the two study areas was the long-established role of the public health 
education programme in Java, which had no equivalent in Sumbawa. In Jogyakarta, an 
intensive hygiene programme was begun by the colonial government in July 1925 
(Hydride, 1937:24). The purpose of the programme was to stimulate awareness of the 
importance of hygiene and to persuade people to adopt habits and behaviour which 
would help them secure and maintain health. It was believed at the time that if people 
understood the fundamental rules of hygiene and realized the necessity and importance 
of healthful habits, many diseases might be brought under control and eventually 
eradicated (Hydrick, 1937:2).
The programme included a wide range of activities, such as health education, 
prevention of soil and water pollution, infant, child and maternal hygiene, schoolwork, 
provision of clean drinking water, the disposal of garbage and refuse, improvements to 
housing, and better hygiene for foods and food suppliers. The methods emphasized 
simple, hygienic habits and the materials used were the simplest and most inexpensive. 
Through home visits, hygiene mantris (health workers in charge of hygiene work) 
taught villagers among other things, how to build inexpensive latrines; make 
toothbrushes and nailbrushes of coconut husk, and covers of bamboo to protect their 
food from flies; and how to boil drinking water, and wash their hands after defecation. 
Home visits were of the greatest importance in implementing this programme (Hydrick, 
1937:29-42).
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A former hygiene mantri in Central Java in recent interview with Dr T. Hull 
described the importance of the manner in which she approached a house, her manner 
of talking, the importance of courtesy and a talent for hygiene work in rural areas. 
Apparently not all workers achieved these high standards. She also reported one 
instance where a misunderstanding between a mantri and the local population of Tegal 
resulted in the mantri being murdered by the people (by hanging).
One of my informants, the son of a former mantri ITS (mantri of water and 
sanitation) in Gunung Kidul, described his experience as follows:
... when I was young, about eight years old, I always visited the houses of 
people in the village with my father. I heard my father convincing the village 
men of the importance of using latrines, the importance of covering the food 
from flies and the importance of keeping the yard clean. He also suggested that 
villagers put their mats in the sun at least once a week. I saw him inspect the 
latrine pit, the kitchen and the yard. Although my father was a good and patient 
man, villagers were afraid of him. They always listened and did whatever my 
father taught and asked them to do. After explaining things he always asked 
the villagers whether they understood what he had explained. He was so 
patient with the villagers. Compared to mantri (paramedics) in the present day, 
mantri (health workers) in the colonial days had more difficult jobs. They had 
to visit the houses, although they did not have transport. My father had an old 
bicycle but road conditions at the time were bad and he could not use it.
This report illustrates the effect of the colonial health education programme on 
village life in Gunung Kidul.
4.3 Environmental Conditions
There is no debate about the importance of environmental conditions for the 
general state of health of the population. Substandard dwellings, overcrowding, 
dampness and lack of ventilation are important contributory causes of children 
contracting tuberculosis, pneumonia, whooping cough and other common diseases. 
Respiratory infections spread rapidly under such conditions. Contaminated water is a
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major source of gastro-intestinal disorders. The use of sanitary toilets can break the 
cycle of infection and re-infection and has been recognized as one of the most decisive 
components in making village drinking water safe.
Environmental conditions appear to be one of the most important factors affecting 
the health of children surveyed in Sumbawa, but were less important in Gunung Kidul. 
These conditions include the physical pattem of settlement, disposal of human and 
animal excreta, garbage disposal and housing conditions.
4.3.1 Patterns of Settlement
In Gunung Kidul, houses were arranged in rows all facing the street. Sewerage 
systems had been installed to most houses, and waste water was disposed of in deep 
holes filled with black palm fibre, which acted as a crude filter and also disguised 
unsightly waste.
By contrast, houses in Sumbawa were arranged in close proximity in clusters. In 
most gubug or karang (hamlets) houses were crowded together facing every which way; 
the front door of one house was sometimes right against the back of another, leaving no 
space for toilet facilities or garbage disposal. No sewerage was available. The muddy 
brown river was the place for everything: bathing, dishwashing, defecation, especially 
for adults, and children's play. Observation indicated that people defecated both 
upstream and downstream from the bathing area.
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4.3.2 Housing and Sanitary Conditions
Housing and sanitary conditions in both study areas were routinely observed 
during the field work. From the first day of my stay in Trihardjo village (pseudonym) in 
Gunung Kidul, my impression was that the village was very clean. On my first visit I 
walked around the village on market day. At the market, I was quite surprised because 
the market had just finished but the surroundings were very clean.
I went to the river, and stood there watching for about five minutes, but there was 
no human waste, and no rubbish on the bank of the river. In most houses, waste water 
was disposed of in deep holes filled with black palm fibre. Rubbish was burned in the 
open air, in a hole in the backyard. Domestic animals were stabled away from the 
houses.
Most houses were made of bamboo. They consisted of two or three large rooms 
and, as is typical of traditional Javanese houses, they had a separate building for the 
kitchen to keep the smoke of the wood fires away from the main dwelling area. Almost 
every house had its own toilet facility, located in the backyard.
After 1986, water sources in Gunung Kidul were considerably improved as part of 
a district development programme. (The region is well known for problems of drought 
and water shortage). Some households in the village had water piped directly into their 
homes. Although the numbers were small (231 households out of 1165 households in 
1988), all householders had access to clean water from pumps or shared with 
neighbours who had piped water. Water obtained in this manner was usually brought 
indoors and stored in a gentong (a water container made of clay) covered with a lid 
made of alminium or clay.
I noticed that in Gunung Kidul drinking water was always boiled before use. 
Those who used piped water also strained the boiled water before drinking it. I was told
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by one informant (78 years of age), a former lurah (head of the village) during the 
colonial period, that, according to his knowledge, this habit was deeply rooted in the 
community even before the hygiene programme began. He remembered that when he 
was small his mother always boiled the drinking water and kept the boiled water in a 
kendi (an earthenware pitcher). However, this habit was again stressed and became an 
important issue during the colonial public health education campaign. To assure me that 
his memoty was correct, he recalled that he had married when his cousin was appointed 
as the first mantri WS in the region. This was confirmed by another informant (69 years 
of age), the wife of a former school principal in the district. She told me that when she 
was small (about eight years old) her mother always asked her to take care of the fire 
while she boiled water.
Ode village (pseudonym) in Sumbawa presented a very different picture from 
Trihardjo village in Gunung Kidul. Most people lived in either Samawa or Sasak houses 
and only a few lived in 'modem' houses. A typical Samawa house was built on wooden 
stilts about 3-4 meters from the ground and the area under the house was mainly used to 
stable animals. The floor and walls were made of bamboo or wood. A typical Sasak 
house in this village was a one-room bamboo house, with an area of about 3 by 4 
meters. The floor was made of earth and the roof of palm fibre or leaves. The houses 
had no windows, and only one door for entry or exit. Only a few houses had their own 
toilet facilities. The rest used the river.
Waste water was allowed to run out into the yard, in open earthen gutters. 
Rubbish was thrown in the river or dumped indiscriminately in and around the village. 
Human and animal waste was found everywhere, on foot paths, in the yards and in the 
fields. This waste was often consumed by family dogs, chickens or ducks, thus 
contributing to the cycle of parasite and disease transmission. Most of the families in 
this village raised horses, cows, goats, chickens and ducks. Most of the horses and cows
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were stabled underneath the main dwelling area (the houses were built on stilts or 
pilings) while goats, chickens and ducks roamed freely in and around the house.
Water facilities such as piped-water and water pumps were available in Sumbawa. 
For example, most households in Karang Ode and Karang Rhea Bakti had access to 
piped-water. However, many householders preferred to use streams or wells rather than 
the piped-water because the piped water was available only for few hours daily and was 
not free. GubuglKarang Sanikan (parts of Karang Lembuak) had 97 households and 
eight pumps, but all the pumps were under-utilized. People only used them for drinking 
water. The water pumps had been installed without also installing sewers. I also noticed 
that most people preferred to drink aik nyet (unboiled water). They considered boiled 
water, which they called aik mati (literally, 'dead' water) not fresh and tasteless.
4.4 The Government Primary Health Care System and Services
4.4.1 The Organizational Relationships in the Health Sector
Government health services in Indonesia are administered by the Ministry of 
Health (DEPKES - Departemen Kesehatan) located in the central government. The 
national health system under the DEPKES has an office, the provincial DEPKES office 
(KANWIL Kesehatan), in all provinces. KANWIL Kesehatan also has branches in all 
kabupaten in each province known as the DEPKES kabupaten office (KANDEP 
Kesehatan). In addition to the Kanwil Kesehatan, which is responsible to the Minister 
of Health, an autonomous provincial health office (DIKES.Tingkat I) also forms part of 
the provincial government, its chief being directly responsible to the Governor. This 
DIKES. Tingkat I also has branches in the kabupaten known as DIKES. Tingkat II. The 
Chief of the KANWIL Kesehatan simultaneously holds the post of Chief of the DIKES 
Tingkat I, while the Chief of the KANDEP Kesehatan also holds the post of chief of the
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DIKES Tingkat II. This arrangement provides a channel for coordination and 
cooperation between the two units that facilitates planning and management of the 
health sector at provincial and kabupaten levels (Mudjono, 1980:56). DIKES Tingkat II 
controls all the primary health programmes conducted in the Community Health 
Centres (puskesmas) at the district level. Puskesmas supervise the health-related 
activities run by the community at the village level under a section of Pembangunan 
Kesehatan Masyarakat Desa (PKMD -Community Health Development), and provides 
technical support for the activities at the posyandu (integrated health service post), 
including nutrition, diarrheal control, maternal and child health (KIA), immunization 
and, family planning (KB). Posyandu are a means of linking the puskesmas with 
villagers. An organization chart is presented in Figure 4.1.
The government health system is based on a pyramid of referral institutions. At 
the base of the pyramid is a network of posyandu, also known as yandu. The posyandu 
is a monthly clinic in a village or hamlet and has no permanent staff. Ideally, it should 
be run by health cadres in the village or hamlet under the supervision of community 
health centre (puskesmas) staff. There are two types of yandu, yandu dasar (based 
integrated services) and yandu paripurna (complete integrated services). The services in 
yandu dasar consist of four tables for registration, weighing children, recording, and 
providing information, while services in yandu paripurna consist of five tables, four 
tables as in yandu dasar and the fifth table for services, including nutrition, diarrheal 
control, maternal and child health (KIA), immunization, and family planning (KB) 
service. Ideally, the first four tables are conducted by local health cadres and the fifth by 
health centre (puskesmas) staff (Departemen Kesehatan, 1987:14-15). posyandu report 
their activities, and refer patients to the subhealth centre (puskesmas pembantu) or to the 
puskesmas, which is designed to provide both curative and preventive health services. 
The higher levels of the health system are the regional hospital, the general provincial 
hospital, and the general central hospital (RSUP), which is a national hospital and the
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Figure 4.1 Organisational Relationship in the Health and Population Sectors
Administrative President
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final referral institution in the country. These higher levels are largely confined to urban 
areas. The lower levels tend to be more active in rural areas.
4.4.2 The Primary Health Care System In Indonesia
The Government of Indonesia was committed to the concept of primary health 
care two years before the concept was discussed and highlighted at the Alma Ata 
conference in 1978. The primary health care programme in Indonesia began in 1976 
under the concept Pembangunan Kesehatan Masyarakat Desa (PKMD), which literally 
means Village Community Health Development (Subekti, 1980:15).
Although a community health service in Indonesia came into existence during the 
colonial period (Hydrick, 1937:24; Hull, 1989:141), the present concept of the 
Community Health Centre (puskesmas) was launched in 1968 at a national health 
conference. The modem Community Health Centre plays a major role in the primary 
health care system, providing comprehensive health care through an integrated, curative 
and preventive system. The main objective of primary health care in Indonesia is to 
maintain and develop the health of the population, and to stimulate and prepare 
communities to actively participate in health maintenance and development activities 
which form an integral part of socio-economic development (Azwar, 1987:16).
The puskesmas is concerned with a wide range of activities, including: the 
provision of basic health services; the motivation and preparation of communities to 
enable them to determine their own health needs and solve most of their own health 
problems; and the provision of technical assistance, as well as supplies, to support 
community efforts to ensure their continuity (Sutopo, 1980:31-32). At present, most 
puskesmas provide 13 health services programmes: Maternal and Child Health, Family 
Planning, Nutrition, Environmental Sanitation, Communicable Diseases Control, Health
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Education, Medical Care, School Health, Public Health Nursing, Dental Health, Mental 
Health, Laboratory, Recording and Reporting (Azwar, 1987:18-19).
These programmes have strong vertical linkages to the DEPKES (Ministry of 
Health at the central level). They are conceived and their specifications are determined 
by the DEPKES right down to quite small details. As a result, there is usually little 
opportunity for the Kanwil Kesehatan or Kandep Kesehatan to depart from these 
centrally-determined models. Should certain aspects of programmes need to be adjusted 
to suit a particular region, the regional authorities may experience considerable 
difficulties in legitimising such variations with the DEPKES, especially if the variations 
incur additional expenses that could not be covered from existing allocations.
An example of poor programme implementation that I attribute in large part to the 
use of a rigid, standard model was observed during my field work in Sumbawa when I 
attended a traditional birth attendant (TBA) training programme conducted by health 
personnel from the local health centre. The training material used was identical to that 
used for TBA training programmes in Gunung Kidul. The language used by the trainers 
in Sumbawa was mixed, Indonesian and Samawa. While the trainer explained how to 
help immediately after the birth of the baby, and how to cut the cord. I observed that 
most of the TBAs paid little attention. Some whispered, yawned, and smiled, but the 
trainer just went on talking. She did not seem to care whether they were listening or not. 
The formal task of the instructor was to speak for two hours on the subject and there 
seemed to be no concern about the impact on the audience. The training ended with the 
health personnel distributing equipment for delivery, such as scissors, alcohol, 
mercurochrome, bandages, and gauze.
Soon after the training course I visited the home of one of the local traditional 
mid wives who had attended the course. Two others also joined us, and while we talked 
about midwifery I asked about the training programme. They told me that they did not
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understand what the trainer was talking about. They appeared not to care because they 
had their own ways of assisting a delivery that they considered more helpful than 
modem methods. One said that she had tried using alcohol, but it took ten days for the 
cord to fall off. The use of wood ash was better "as it dried faster" and it only took three 
to four days for the cord to fall off. Furthermore, she said she never used the equipment 
distributed by puskesmas. She had not used the scissors because she believed that metal 
should not come into contact with the umbilical cord. I saw that many traditional 
midwives were still using their own methods.
When I asked the local modem-trained midwife about this, she said that she also 
knew that most of the TBAs still used their own methods, but she could not do 
anything. The national health programme guidelines set down that health personnel 
must conduct training courses for traditional midwives. Directives from the central 
government health authorities demanded annual courses for traditional midwives, but 
standard materials and training methods were used and there was no provision for 
follow-up to ensure that they had some effect on traditional beliefs and practices.
Although there was delegation of health management functions for programme 
implementation and resources management in theory, it was severely constrained by 
central control over resources. Key informants related instances where weak delegation 
delayed decision-making and implementation.
The effects of the lack of decentralization were more strongly felt in less 
developed provinces such as NTB. In DIY, where communication patterns functioned 
quite differently (Section 4.5), such problems as those faced by NTB were less strongly 
felt; this may partly account for DIY's better health performance.
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4.4.3 The Health Manpower and Health Facilities
Compared to Daerah Istimewa Yogyakarta, Nusatenggara Barat had considerably 
fewer health personnel and poorer health facilities, particularly at the puskesmas level 
(Table 4.1). If we consider the physical land area to be served, the figures for NTB are 
worse because Nusatenggara Barat covered a much larger area (on two major islands) 
than Daerah Istimewa Yogyakarta.
4.5 Communication
This section outlines two important differences between Gunung Kidul and 
Sumbawa in the area of communication in relation to the health delivery system. The 
first difference was in the organization of communications from the puskesmas at the 
district level to the kanwil kesehatan at the provincial level, and the second was the 
impact of linguistic and cultural barriers on communications. The first refers to 
communication within the health system, while the second concerns communication 
between health staff and the 'outside world'.
4.5.1 Linkages between The Provincial Governments and the Regional 
Government
Being close to Yogyakarta, the capital of Daerah Istimewa Yogyakarta (DIY) 
province, Gunung Kidul had several advantages compared to Sumbawa which is located 
on a different island and far from Mataram, the capital of Nusatenggara Barat (NTB) 
province. First, the distance between Wonosari (the capital of Kabupaten Gunung 
Kidul) and Yogyakarta is about 40 km or less than one hour’s drive, and the two places 
are connected by a good road. Consequently, procurement of supplies was 
comparatively efficient. Second, because the area of the province is small and transport 
facilities good, formal and informal meetings between officials at the various levels in 
the health sysytem were quite frequent in Gunung Kidul, facilitating communications 
on management matters. In an interview with a health official in DIY, I was told that
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Table 4.1: Selected Health Manpower and Health Facilities in DIY and NTB, 
1987/1988
Selected Area DIY NTB Indonesia
l.M ed ica l & param edical sta ff  
per 100,000 population
- Medical staff 28.6 13.1 12.7
- All paramedical staff* 89.5 50.3 84.7
2.H ospital and puskesmas beds 
per 100,000 population
- Hospital beds 114.5 26.6 66.7
- Puskesmas beds 11.0 18.0 10.0
3 J*uskesmas sta ff per 
100,000 population**
- Medical staff 5.08 2.98 3.43
- Paramedics 44.47 21.66 29.12
- Non-medical staff 21.99 9.21 11.78
4.Proportion o f
puskesmas w ith doctors 97.0 93.1 82.6
5.R atio puskesmas per 
100,000 population 3.6 2.8 3.2
Source: Ministry of Health, 1990:94-105 (Appendix) 
Note : * included paramedics with junior high school 
and paramedics with senior high school 
qualifications
** included staff assigned to Puskesmas 
Pembantu
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from his experience working in the area, problems could be solved more easily and 
faster because of these frequent meetings and the personal and informal relations that 
they generated. He recalled a different experience when he was assigned outside Java, 
where solving a single problem sometimes took months. In some cases long delays 
meant the issues were eventually forgotten.
4.5.2 Linguistic and Cultural Barriers
In Gunung Kidul, most health personnel (paramedics, nurses, and midwives) were 
local people. Most puskesmas doctors were Javanese who had graduated from various 
universities in Java, particularly from the nearby Gadjah Mada University in 
Yogyakarta. Consequently, communication problems related to concepts of health care, 
preventive care, arising from linguistic or cultural barriers were relatively minor. By 
contrast, most of the doctors assigned to the puskesmas in Sumbawa were trained in 
Java or Bali, and most were Javanese or Balinese and consequently 'outsiders' in the 
communities in which they worked. Most of the paramedics, nurses, and midwives were 
also from Java, and from a very different cultural background to that of the population 
they served. Although most of them understood and spoke the local languages (Sasak 
and Samawa), there were often wide differences between the concepts of illness and 
prevention, in the Javanese and Balinese cultures and local cultures. For example, one 
informant reported the following story:
.. a young Javanese doctor from Jakarta came to work in Sumbawa. He knew 
nothing of life outside the big cities in Java. When the doctor treated a local 
patient, he gave him a prescription, not realizing that there are no pharamacists 
in the district. Puzzled, the patient took the prescription home and consulted 
with his family. It was decided that the paper from the doctor must be a 
powerful mantra (prayer), so it was burned and then mixed with water and 
given to the patient to drink. (The drinking or eating of powerful prayers is a 
common practice in Sumbawa for curing illness)
Had the young doctor had some previous cultural training, he might have been able to 
make more effective contact with his local patients.
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In conversations with health staff in Nusatenggara Barat (all of whom were from 
Java), two different issues frequently emerged: cultural differences, and frequent staff 
transfers and rapid turnovers. They confirmed that it was difficult for them, particularly 
at the beginning of their placement, to understand the local people. After a certain 
period, just when they began to feel familiar with the community they served, they had 
to leave. This reduced the effectiveness of their work. One doctor described his 
experience as follows:
... in my first week staying in the district where I have to work, I often 
thought of home. Although mentally I was ready to work outside Java, and 
knew from my colleague's experience how life would be, still, I expenenced 
difficulties. I was completely lost, did not know what to do. During the first 
three months, any time I had an opportunity to go to Mataram, I went. I 
could not understand the people around me. Many times I nearly lost my 
patience...For example, one night, a young man knocked at my door and 
said that his father was sick and needed my help. When I arrived, I saw a 
healthy man sitting on the verandah. When I asked him what was the 
problem, he asked me to have a coffee first, the business later. After I 
finished my coffee he said that he needed penicillin for his wound. It had 
been more than two months since the injury. He explained that a year ago 
he was also wounded, and the mantri (paramedics) gave him penicillin. 
Later I understood that the man is highly respected in the village, and 
because he knew that I was young he thought that I should have come to 
introduce myself to him... But, when I started to love the place, I had to go. 
I was assigned to another region..
This case illustrates two different points. First, the 'cultural shock' experienced by 
recently graduated doctors posted to areas with different cultural backgrounds from 
their own. The second issue was the frequency of staff transfers and rapid turnovers, 
which affected their work.
4.6 Community Participation in Health Programmes
The participation of communities in health programmes is generally considered to 
be fundamental element in the success of such programmes (WHO/UNICEF, 1978:18).
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This is also emphasized in the one of the basic policies of The Indonesian Basic 
Guidelines of State Policies (GBHN) which, in relation to the health sector, states that:
an integrated national health system shall be developed which fosters 
stimulation of community participation (BAPPENAS, 1984:52) (my 
translation).
In addition to observation in both ares, community leaders, such as village staff, 
health cadres and school teachers, were interviewed as a group in order to obtain 
information on community participation in health activities. In response to a question 
asking them to identify and rank five of their perceived problems and needs in the 
village, community leaders in Gunung Kidul listed water, electricity, roads, a 
community and sports hall, and public transport, while community leaders in Sumbawa 
listed bengkok (incentives for village staff), madrasah (an Islamic school), a mosque, 
irrigation and bridge(s).
Leaders were also asked specific questions about health problems and what 
people needed in order to improve their health environment. Most community leaders in 
Gunung Kidul said that they did not see any major health problems in the community, 
except the common seasonal illnesses such as colds and chicken pox, but they did list 
some facilities they would like. These were clinics or rural dispensaries for those who 
lived far from the puskesmas, a set of scales for weighing babies and children for each 
posyandu, improvement of 'dusty' village dirt roads and the water supply. By contrast, 
most community leaders in Sumbawa could not identify either health problems or 
people's needs. Most just smiled and shook their heads in response to the question. One 
said that such activities were beyond their knowledge and 'not our job' and 'not our 
interest'. After prompting, only two leaders, the school teacher and a health cadre, 
mentioned sanitation as a problem. The health cadre said that health activities could 
only be carried out by doctors, midwives or other puskesmas staff, not a person like 
herself. She added:
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whatever I say to the people, they never listen to me. They only listen to ibu 
bidan (the midwife) or pak mantri (the paramedic).
In her opinion, most people in the community also did not see the health 
environment as important. They were not as motivated to participate in health activities 
as in other community activities such as religious events, or income generating 
activities.
Community leaders were further asked whether their community participated in 
health programmes, what kinds of participation occurred and why people participated. 
In Gunung Kidul, leaders reported that support and participation came from the 
community through voluntary service to the health cadres scheme and financial 
contributions to the dana sehat (health insurance fund). During the period of fieldwork, 
there were 56 active health cadres, and 1012 of the 1165 households in the village were 
members of the dana sehat, each contributing Rp 600.00,- (about US$ 0.40) per year. 
The fund covered curative care by the cadres, snacks for balita (children under five 
years old) who attended the monthly posyandu, and referral to the puskesmas (to cover 
the small puskesmas charge). According to community leaders, in addition to the 
influence of the health cadres and the puskesmas doctor, people participated in the 
health and other programmes because of the cohesiveness of the community.
Again, the response in Sumbawa was quite different. One community leader there
said:
... although we have already tried and worked hard, it is difficult to 
convince people to participate in the health programme. They do not 
understand the benefit of it. It is very different from religious activities. 
Even though they are poor, they are willing to support, they are willing 
to contribute money or anything they have because they believe that by 
doing so, they will get pahala (reward from God). When the dana sehat 
was launched in the village, only a few households were willing to join, 
but even they were only panas-panas tahi ay am (only keen at first)..
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When asked whether community leaders and health cadres had participated in 
health planning, in both study areas most leaders were uncertain whether they had been 
able to participate in planning. They reported that they had assisted health staff in the 
implementation of the health programmes. They did whatever they were asked to do. In 
Sumbawa, some said that planning and evaluation were beyond their knowledge and 
some admitted that they did not even know the purpose of their work.
These focus-group interviews suggest at least four points. First, the problems and 
needs identified by the community leaders in both study areas were different: health 
was a concern in Gunung Kidul but it was not in Sumbawa. Second, since community 
leaders could not define community health problems or needs, especially in Sumbawa, 
it would be difficult to effectively implement the national primary health care strategy 
which officially envisages a bottom-up approach. Third, although the government 
emphazised the importance of community participation in health programmes, because 
the community did not see any 'real benefits', genuine participation was difficult to 
achieve. Fourth, in Sumbawa people had little interest in becoming involved in the 
health programmes. They considered such programmes to be 'the government's job' or 
'the health staffs job’, and not their responsibility, and were very dependent on the 
government for health services.
In the study of health as a human factor, Rifkin (1980:9-31) discussed two 
opposing approaches to community participation. The 'traditional approach' focusses on 
providing services to help the community improve its standard of living. In this 
approach the community is treated purely as a passive recipient of services that are 
planned and conceived by planners and experts. This approach emphasizes the 'transfer 
of technology' to the people, and the measure of its success is the extent to which that 
technology is disseminated, based on goals established by the planners and experts. By 
contrast, the 'comprehensive community approach', emphasises a 'learning process' 
whereby the community determines its own needs. The objective of this approach is to
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initiate a community-building process to tap the potential capacity of the community to 
contribute to its own improvement. Both the focus-group interviews and observation 
indicated that participation in health programmes, particularly in Sumbawa, occurred 
more in terms of community involvement as beneficiaries, rather than as partners in 
service management, and thus resembled Rifkin's (1980:19) description of the 
'traditional approach'.
4.6.1 The Role of the Family Welfare Movement (PKK) and Health Cadres.
Field observation suggested that the role of health cadres was important in the 
success of the health programmes in Gunung Kidul. At least three factors were relevant 
in determining their influence. The personal characteristics of the health cadres clearly 
affected their effectiveness; most health cadres in Gunung Kidul were married women 
with children over five years old, members of leading families in the village or relatives 
of these, had above-average length of education, and were long-time residents of the 
community. These characteristics were important in relation to their duties as health 
workers because they were more acceptable to the villagers, and had power to impose 
their advice on them. Activities supported by this group of women were quickly and 
easily adopted by most village women. Their functional roles in village life also tended 
to support their role as health cadres. For example, two of the health cadres who were 
school teachers allowed their students who had younger brothers and sisters to go home 
on immunization day, to bring them to the posyandu.
A second factor was that, health cadres in Gunung Kidul were not only concerned 
with health problems per se but were also concerned with various other activities, such 
as family welfare, arisan, and saving and loan activities, which generated interest 
among the women. Cadres said that without these kinds of activities, most women 
would have had no interest in taking part in the health programmes. A third factor was 
the men's endorsement and support of these activities. Community leaders in Gunung
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Kidul, when asked about women's activities and their opinion about their wives' 
involvement, all said they were proud and happy that their wives were active in 
community activities. Similar responses were given by other village men interviewed.
In contrast to health cadres Gunung Kidul, all nine health cadres in Sumbawa 
were unmarried women. Although they were relatively well educated, they had no 
power to impose their advice on the villagers because of the relatively low status of 
single women. Some village women said that the cadres were only good in theory and 
lacked experience. Many villagers said that: 'they (cadres) are active because they have 
nothing to do at home'. This lack of community support caused some cadres to drop out 
of the health programmes.
4.6.2 The Role of Women's Migration
The unique influence of women's migration was observed only in Gunung Kidul 
which has a long history of outmigration, particularly of young women to Jakarta where 
most worked as servants in middle-class families. Many young mothers in Gunung 
Kidul were returned migrants. Most young migrants later returned to marry. Their 
migration to the city and experience of a different way of life created demands for a 
'better life', health awareness and motivated them to use 'modem' health facilities such 
as their employers had used in Jakarta. Observation suggested that migration was also a 
form of upward mobility for village women, who adopted different bathing habits, 
standards of cleanliness, and other forms of upper-middle class hygienic behaviour 
compared with women who had not been migrants. During home visits in most returned 
migrant's houses, I observed a number of indications of health awareness, such as soap, 
toothpaste, and shampoo, children wearing shoes or sandals, and medicines stored in a 
kotak PPPK (first aid box) in some houses.
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Migration also exposed the women to a new way of life and new knowledge. In 
an interview with a group of returned migrant women, some described the experiences 
they had gained through working in the city. Caring for their employers' children had 
been their main work, and it taught them different methods of child care from those 
usually practiced in Gunung Kidul. One woman described her experience as follows:
..Jbu (her employer) taught me how to bathe the baby, how to prepare the 
foods. Once, the baby was sick, and bapak (ibu's husband) went to Bandung. 
Ibu and I brought the baby to a doctor. It was my first visit to a doctor. 
Afterwards, Ibu asked me to bring the prescription to the nearby pharmacy. I 
was so afraid because at that time I could not speak Indonesian well. Also, I 
forgot to ask Ibu what I should do with the prescription. Entering the 
pharmacy, I was so nervous when a lady asked me what I wanted to buy. I said 
I wanted to buy medicine for my employer's son. I tried to explain, but she did 
not understand. She showed me various brands of medicine but I just shook my 
head. It was really different from buying medicine from a 'tukang obat' 
(medical retailer) in my village on the market day. Fortunately, one of the 
ladies in the pharmacy was Javanese, so I could explain what was happening...
Most of the returned migrant women interviewed showed an overwhelmingly 
positive attitude towards modem health care and modem medicine. They seemed to rely 
on modem medicine to solve most health problems, especially those of their children.
4.7 Summary
This chapter has described and explained community and institutional effects 
influencing the difference in child survival in the study communities. Important factors 
leading to differences in child survival, as discussed above are: condition of the physical 
environment, communication and poor programme implementation, and participation of 
the community in health programmes.
One of the most important factors differentiating health of the children in the two 
study communities was the environmental conditions and hygiene, particularly the 
pattem of settlement, poor lavatory facilities, disposal of rubbish and housing
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conditions. In addition to the environmental condition in the community, issues of 
hygiene including the habit of boiling the drinking water, were apparent. The negative 
impact of these factors was prominent in Sumbawa but was less important in Gunung 
Kidul. The role of the long-established public health education programme in Java, 
which had no equivalent in Sumbawa, could have responsible for the difference.
Communication within the health system and communication between health staff 
and the community was were also important in the success of the health delivery system 
and implementation of the health programmes. Compared to Sumbawa, Gunung Kidul 
had more advantages in terms of closeness to the provincial capital of Yogyakarta and 
to the central government. In such conditions, procurement of supplies was more 
efficient and communication on management matters was easier.
In addition, communication between health staff and community was markedly 
easier in Gunung Kidul compared to Sumbawa. In Gunung Kidul most of the health 
staff, including doctors, paramedics, nurses and midwives were Javanese. By contrast, 
the health staff assigned to served the community in Sumbawa were 'outsiders' in the 
communities in which they worked. Having similar cultural backgrounds reduced the 
linguistic and cultural barriers in the communication between health staff and the 
community.
Other important factors leading to the differences were the role of leaders, 
community participation in health programmes, and the role of women migration. 
Compared to Gunung Kidul community activities, particularly women's activities 
organized by leaders and few more-educated women was apparent in the success of 
mobilizing and involving the majority of less-educated women in the health 
programmes. This success was made possible by the fact that many of these less- 




BELIEFS, KNOWLEDGE AND PRACTICE OF HEALTH CARE, 
PREVENTIVE CARE AND DISEASE TREATMENT
5.1 Introduction
Beliefs and knowledge about disease causation and treatment have been identified 
as an important variable in determining child survival through their impact on personal 
illness control and utilization of health services. A person's, particularly a mother's, 
beliefs about disease origin or conception of illness etiology may influence her 
treatment-seeking behaviour (Mechanic, 1980:146-150; Singarimbun, 1984:203;). Her 
knowledge of available services, barriers or obstacles to using the services may affect 
her strategies for treatment of her child(ren) (Mitchell, 1982:4-5). An individual mother 
might follow different strategies at different times. As circumstances change and her 
experiences accumulates, she will change the strategies for treating her childrem.
This chapter consists of five parts. The preceding introduction outlined the 
importance of a mother's beliefs and knowledge about disease causation and treatment in 
the determination of child survival, while the following section (5.2) present the pattern 
of disease in the study areas. Section 5.3 describes mother's beliefs and knowledge of 
disease among children, the causation and its treatment. This section particularly 
emphazizes the etiology of diarrhoea in childhood. The fourth part (5.4) discuss the use 
of immunization and finally, a summary of the findings presented in section 5.5.
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5.2 The Pattern of Disease in the Study Areas
In the absence of a systematic system of recording and reporting health statistics, 
there are no reliable childhood morbidity data for the provinces of DIY or NTB. 
However, a reasonable picture of the health situation of children in both provinces is 
provided by the 1986 Indonesian Household Health survey, which covered seven 
provinces: DIY, Bali, North Sulawesi, Bengkulu, West Kalimantan, Maluku, and NTB.
Of the seven provinces surveyed, the survey found the lowest morbidity rate in 
DIY province. The overall morbidity rate was 8.3, while for DIY and NTB it was 4.7 
and 9.3 respectively. The survey also found that the highest morbidity rate (18.1) was for 
children aged 1 - 4  years. The morbidity rate for children under one year old was 16.3, 
with NTB the highest at 19.2.
The disease pattern for the seven provinces surveyed and the pattern of disease by 
age group revealed by the Household Health Survey of 1986 is shown in Table 5.1. In 
general, the disease patterns in the areas surveyed were similar. The report showed that 
infections, especially respiratory infections, were the most important cause of illness. 
Acute respiratory infections, diarrhoea, skin diseases and other infections were the most 
prevalent among children under five (Budiarso et al., 1986:30-33).
In addition to the 1986 Indonesian Household Health survey, data on puskesmas 
visits (Table 5.2) can be used to provide general information on the health situation in 
both study areas. These data should be analyzed with caution for several reasons. First, 
they refer only to people who utilized or contacted the health centre. Utilization rates for 
health centres (and hospitals) in Indonesia are substantially low (Iskandar and Rienks, 
1981:3-4; Mitchell, 1982:2-3), lower than those achieved in some other developing
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countries (World Bank, 1989:6). Health staff in both study areas explained this situation 
in different terms. In Gunung Kidul, the reason for under-utilization of the puskesmas
Table 5.1: Disease pattern per thousand patients, DIY, NTB and survey total, 
Household Health Survey 1986
Disease DIY NTB Total*
Acute respiratory infections 263 177 256
Skin infections 65 129 91
Mouth, teeth and alimentary tract 77 68 83
Other infections 267 143 78
Bronchitis, asthma and other R I** 74 48 76
Malaria 2 95 73
Nervous system 40 75 68
Cardio-vascular system 68 53 63
Diarrhoea 22 49 53
Tuberculosis 40 54 51
Musculoskeletal system 31 40 48
Accident and injuries 8 14 16
Genito-urinary system 10 16 14
Diptheria, pertussis, measles 2 5 12
Avitaminosis, anaemia 10 10 11
Unknown 2 13 8
Neoplasm 8 6 6
Psychological illness 5 7 6
Metabolic disturbances 11 3 5
Pregnancy, labour and puerperium 1 3 2
Congenital abnormalities 1 1
Source: Budiarso et al., 1986:32 
Notes: * Total for the seven provinces surveyed 
** Respiratory Infections
given by health staff was the population's ready access to drugs from warung in the 
nearby settlement and public and private hospitals in Yogyakarta, the hospitals offering 
better quality service than the puskesmas. Although access to drugs from stores and 
warung (kiosk) in nearby settlements was even easier in Sumbawa than in Gunung 
Kidul, this was not mentioned by health staff in Sumbawa, who attributed under-
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utilization of the puskesmas to people's preferences for traditional health facilities. They 
reported that most people only used the puskesmas in an emergency.
A second reason for using puskesmas data with caution is their failure to include 
information on the personal characteristics of the patient, particularly age. Furthermore, 
because young children suffering from certain diseases were seldom brought to health 
centres, data on puskesmas visits may not reflect the pattem of diseases among children. 
A further limitation arises because most puskesmas patients are diagnosed by 
paramedics rather than the doctor. This may result in mis-diagnosis. For example, in 
malarial areas such as Sumbawa, fever symptoms may have been diagnosed mistakenly 
as malaria.
The disease classification used for the two puskesmas in the study areas differed. 
For example, there was no specific classification for conjunctivitis, malaria, acute 
respiratory infection or accident in Gunung Kidul, while in Sumbawa, there was no 
specific classification for malnutrition, eye infection, bronchitis or ear infection. The 
differences partly reflected the varying importance of certain diseases in the two areas, 
but may also have been due to mis-diagnosis and individual idiosyncrasies of those who 
established and maintained the recording system.
5.3 Beliefs and Knowledge of Diseases among Children, Disease Causation and 
Disease Treatment
A series of questions was used in order to identify respondents' beliefs and 
knowledge about various childhood diseases, disease causation, treatment and the 
mechanisms of disease transmission. These questions included: the name of childhood 
diseases; the symptoms of specific diseases spontaneously identified by the respondent, 
their mode(s) of transmission, their role in child mortality, the disease(s) they were 
afraid of or worried about, and those considered the most serious among the diseases
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mentioned. Most of these questions were open-ended (appendix C). Such information 
was difficult to gather, especially where respondents had their own systems of 
classification and terminology that differed from modem medical classifications.
Table 5.2: Percentage of puskesmas visits according to diseases diagnosed, 
pushes mas Trihardjo and Ode, 1987










Eye infections 2.9 *
Bronchitis 2.8 *




ratory infections * 6.7
Accident * 5.9
Others 1.9** 12 1 ***
No. of visits 5242 19208
Source: Puskesmas Trihardjo and Puskesmas Ode statistics
- 1987
Notes: 1) Health centre, Gunung Kidul 
2) Health centre, Sumbawa
* No specific classification for this disease 
** Others (N=100):












5.3.1 The names for diseases: village views of illness
In order to obtain information on the names for childhood diseases, a mother was 
first asked to list those diseases that had afflicted her children. She was then asked to list 
the names of childhood diseases that had afflicted her neighbours' children but not her 
own and, finally to list the names of diseases that she knew had afflicted other children 
in the village but not those in her own family or neighbourhood.
Using the list of diseases that she had reported, the mother was then asked whether 
her child(ren) had ever suffered from these diseases, in order to recheck the original list 
of diseases experienced by her own child(ren). She was then asked the symptoms of 
each specific disease mentioned and, in the presence of those symptoms, what action she 
took and why. She was also asked what she thought caused each disease, the context in 
which it occurred and, finally, the action that should be taken or treatment to be given 
for each disease mentioned. The survey found that respondents in both study areas had a 
very broad knowledge of diseases among children, as well as their own terminology for 
specific diseases which differed from that used by health staff.
In order to relate the terminology used by villagers to that used by health staff, a 
group of health staff and health cadres in both study areas were asked to discuss the 
symptoms associated with each illness reported by mothers. Both health staff and health 
cadres actively participated in the discussion enabling me to match the two sets of terms 
reasonably well. However, for diarrhoea and respiratory infection, I was unable to 
directly relate the local names used by villagers to the terminology used by health staff, 
largely because villagers used a more detailed classification scheme. In the analysis in 
this chapter, all symptoms associated with loose stools have been grouped as diarrhoeal 
diseases, while all respiratory symptoms have been classified as respiratory diseases, 
unless clearly described by mothers as a cough (which has been classified separately).
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Knowledge of the names for diseases and their symptoms reflects to some extent 
the incidence of those diseases. Diarrhoeal diseases, for example, were well known by 
mothers in both study areas. Mothers in Gunung Kidul could distinguish eight types of 
diarrhoea, while many mothers in Sumbawa mentioned six. (The 1986 Household 
Health Survey reported diarrhoea to be one of the most prevalent diseases among 
children under five in all surveyed provinces. (Budiarso et al., 1986:33). However, some 
other diseases that I noticed affecting many children in the village during the course of 
my fieldwork were not mentioned by many mothers. For example, I observed that many 
children in both study areas were affected by eye diseases but only about five per cent 
of mothers in Gunung Kidul and less than fifteen per cent of mothers in Sumbawa 
reported that their children had suffered from eye disease. Perhaps they did not consider 
eye disease to be a disease since the children did not complain or because it was a very 
common symptom for children.
Table 5.3 indicates that the children of most respondents who mentioned specific 
diseases had also been afflicted by the disease. Diarrhoea, measles, cough, skin diseases, 
mouth diseases and parasite infestations were the most common diseases experienced by 
children in both study areas. Because of their prevalence, diarrhoeal disease will be 
analyzed in more detail.
1 Indicated by watering, red, inflammatory and irritation of the eyes. I guessed some 
children in Sumbawa affected by Xerophthalmia indicated by the white part of the eyes 
looks dull and smoky
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Table 5.3.: Specific diseases mentioned by respondents and reported as
affecting their own child(ren) during the previous twelve 










Diarrhoea 100 93 100 99
Res. Infection* 5 3 78 69
Measles 99 55 100 82
Cough/influenza 98 97 99 99
Tetanus 7 3 44 14
Skin infections 70 53 63 51
Eye disease(s) 5 5 14 14
Mouth disease(s) 45 44 59 55
Infest. Parasite** 53 45 44 38
PCM*** - - 24 6
Malaria - - 18 13
Source: Field survey
Note: * Respiratory infection 
** Infestation Parasite 
*** Protein Calorie Malnutrition
As noted, many mothers in Gunung Kidul could identify eight types of diarrhoea. 
These were nggebyor or mangsur (meaning watery diarrhoea that spurts out 'like 
pouring water from a bucket'), ngenteng-entengi (loose stools thought to be due to the 
process of losing weight), murus or urus-urus (continuous watery diarrhoea), mencret or 
berak-berak (a general term for diarrhoea), muntaber (meaning diarrhoea accompanied 
by vomiting), desentri (dysentery), kolera (cholera) and tipus or tifus (typhoid).
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Many mothers in Gunung Kidul reported that nggebyor and ngenteng-entengi 
were not considered to be diseases and were not dangerous, but rather a sign of child 
development. Many believed that babies would get ngenteng-entengi when there was a 
crescent moon (pletek tanggal). (This belief was also found in Sumbawa). By contrast, 
murus or urus-urus and mencret or berak-berak, although considered not dangerous by 
some mothers, were considered to be diseases. Muntaber, desentri, kolera, and tifus 
were considered dangerous by most mothers, most of whom believed that they resulted 
in death. Table 5.4a presents the local names of specific diarrhoeal diseases and their 
symptoms as reported by mothers in Gunung Kidul.
In Sumbawa many mothers reported six types of diarrhoea: nyerek (diarrhoea), 
dedel putih (diarrhoea with white blood), dedel me rah (diarrhoea with red blood), berak- 
beraklbuang-buang air (a general word for diarrhoea), pencok belabur (diarrhoea 
accompanied by fever and vomiting) and muntaber (also diarrhoea accompanied by 
fever and vomiting). In addition to the six types of diarrhoea above, a few mothers also 
mentioned desentri and kolera. Table 5.4b presents the local names of specific 
diarrhoeal diseases and their symptoms as reported by mothers in Sumbawa.
Nyerek and dedel putih were considered to be good and a natural sign of the 
growth process. They were not regarded as diseases and were not thought to require 
special medical treatment^. Berak-beraklbuang-buang air were considered by some 
mothers to be seasonal ailments and not dangerous. Some associated them with eating 
com, saying that they always occured during the com season. Dedel merah was 
considered to be dangerous and the result of black magic. Some women believed that 
big green flies usually entered the house a few days before a child fell ill with dedel 
merah. People considered that this disease should be treated by a traditional healer.
^This is a widespread phenomenon in Indonesia, and is often described by the term 'mau 
pandai’, literally meaning 'trying to be clever'
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Table 5.4a: Symptoms of specific childhood diarrhoeal diseases reported by mothers,
Gunung Kidul, 1988 (Percentage^




Stools that were turbid 












Loss of weight 
Loss of appetite 
The child was cranky 
Puffed up stomach 
Easily/spontaneously 
recovered
The child always felt 
thirsty, his/her lips 
very dry
The child looked pale 
The child was very weak 
The incidence was abrupt 
and unfathomable 
The child's eyes seemed to 
go back into his head 
The child had nausea 
but without vomiting 
Anal pain 
Pus in the faeces 
The child's temperature 
swung from very high in 
the evening to normal 
during the day 
The child's tongue 
became stiff
76 67 100 96
44 63 76 *
- - * 90
86 63 32 _
- - 76 53
48 67 55
- 67 67 55
- - 54 *
- - - 96
_ _ - *
- 67 - *
. . . *
- - - 37
55 88 67 *
- - 54 51
- - 54 96
37 * 53 49
77 81 ★ *
36
- - 54 -
100 89 97 91
73 27 97 -
* 65 * *
* * 80 -
- 34 - *
- * * *
100 * 97 95
74 * - 95
51 44 50 -
74 44 - 91
51 * - 95
- 98 86 -
- 98 - 44
51 75 - *
41 * 37 -
41 * - -
- 39 50 91
- - - -





87 - - -
52 - - -





Number of mothers 148 137 114 150 152 84 64 57
Source: Field Survey
Notes: A=nggebyor/mangsur :B=ngenteng-entengi\ C=murus/urus-urus \D=mencret/berak-
berak; E=muntaber\ F=desentri \G-kolera ;H=tipus/tifus 
* 25 per cent or less
+ Percentage of mothers reporting each symptom as a characteristic of the particular 
diarrhoeal disease(s) suffered by their child(ren)
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Table 5.4b: Symptoms of specific childhood diarrhoeal diseases reported by
mothers, Sumbawa, 1988 (Percentage)+
Symptoms A B C D E F G H
Continuous stools * 86 85 77 77 64 78
Watery stools 99 94 * - * * - *
Unformed stools - * 96 92 - - 27 -
Stools that were turbid 
like rice water 97 98 . _ _ 89
Brown stools - - - 77 - - 27 -
Black stools - - 96 - * * 73 *
Accompanied by: 
-vomiting * * 98 100 82
-fever * 89 95 - 94 89 * *
-sweating - - 90 - 90 85 82 -
-cramping/stomach pain - - * - - - 27 -
-chills * - 90 - * * - -
-mucus - 100 - - 86 84 * 33
-blood - - 100 - - - 100 -
Loss of weight 85 92 - - * 27 - -
Loss of appetite - - - * * - * 66
The child was cranky - - 97 - - - 64 89
Puffed up stomach 43 * - 63 - - - -
Easily/spontaneously
recovered 99 98 . _
The stools had a bad 
odour 96
The child was very weak - - - - - 59 - 89
The child had nausea 
but no vomiting 58 _ _ _
The child often 
looked frightened - - - - 92 - - -
Number of mothers 131 97 97 89 84 128 11 9
Source: Field survey
Notes: A-nyerek \B=dedel putih ;C=dedel merah \D=berak berak/buang-buang 
air \E=pencok belabur, ¥-muntaber:; G=desentri \H=kolera 
* 25 per cent or less
+ Percentage of mothers reporting each symptom as a characteristic of 
the particular diarrhoeal disease suffered by their child(ren)
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Table 5.5a: Beliefs about the causes and context of specific diarrhoeal
diseases, Gunung Kidul,1988 (Percentage^
Cause or context A B C D E F G H
No cause, it is just 
common for children 59 10 - - - - - -
Masuk angin (entered 
by wind) 40 - 28 58 - - - -
Changing weather 6 - - - - - - -
It was the season - - - - 45 - - -
Pletek tanggal 
(crescent moon) - 92 - - - - - -
Sign of child deve­
lopment/growth 5 90 - - - - - -
Dietetic errors* - - 72 68 - 31 22 88
Food poisoning - - - 60 - - - -
Lack of attention to 
the child's diet 
and poor hygiene _ _ _ 8 33 _ _
Transmitted through 
a child already 
afflicted by the 
disease 98 92 78
Don't know - - 12 11 - 11 16 12
Number of mothers 148 137 114 150 152 84 64 57
Source: Field Survey
Notes: A=nggebyor/mangsur\ B=ngenteng-entengi; C=Murus/urus-urus\
D=mencret/berak-berak; E=muntaber, ¥=desentri\ G=kolera\
H=tipus/tifus
* these included: giving hot foods, sour foods, left-over foods, foods 
containing coconut milk, drinking unboiled water, and drinking too much 
milk.
+ Percentage of mothers reporting each belief
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Table 5.5b: Beliefs about the causes and context of specific diarrhoeal
diseases, Sumbawa,1988 (Percentage)*
Cause or context A B C D E F G H
No cause, it is just 
common for children 43 43 - - - - -
Sign of child deve­
lopment/growth 30 96 2 - - -
Bulan barulbulan 
muda (crescent moon) 53 4 - - - - -
Changing weather 9 - - 8 - - -
Masuk angin (entered 
by wind) 5 - - 6 - - -
Eating com - - - 67 - - -
Dietetic errors* - - 8 13 11 13 82
Food poisoning - - - 4 - 1 -
Transmitted through 
a child already 
afflicted by the 
disease 80 10<
A parental mistake - - - - 83 - -
Black magic - - 92 - 5 - -
Don't know - - 12 8 11 11 18 1
Number of mothers 131 97 97 89 84 128 11
Source: Field survey
Note: A-nyerek', B=dedel putih\ 0,-dedel merak, D=berak berak/buang-buang
air, E=pencok belabur, E-muntaber, G-desentri\ H=kolera 
* these included: giving hot foods, sour foods, left-over foods, foods 
containing coconut milk, drinking too much milk, drinking too much es 
mambo (a mixture of unboiled water, strong food coloring and sacharine). 
+ Percentage of mothers reporting each belief
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Pencok belabur was also regarded as dangerous. A number of mothers reported that the 
afflicted child often look frightened. They believed that this disease was a result of some 
mistake made by one of the parents such as cutting a haunted tree or urinating in haunted 
places. To treat the afflicted child, the parent must seek help from an orang pintar (a 
wise person). Muntaber, desentri and kolera were considered dangerous by those 
mothers reporting those diseases. Tables 5.5a and 5.5b summarise beliefs about the 
causes and context of specific diarrhoeal diseases in Gunung Kidul and Sumbawa.
Mothers were also asked about occurrences of diarrhoea-^ to their youngest child 
during the 24 hours before the survey^. No child in Gunung Kidul was reported to have 
suffered from diarrhoea in the preceding 24 hours, and only six children (5 per cent) in 
Sumbawa were reported to have had diarrhoea. Mothers were also asked whether their 
youngest child had suffered from diarrhoea during the previous two weeks. The recall 
period of two weeks revealed that 15 children (10 per cent) in Gunung Kidul and 73 
children (58 per cent) in Sumbawa had suffered from diarrhoea. Although some studies 
have concluded that two week recall periods were most accurate for the study of 
morbidity (Ross and Vaughan, 1984:17), because the number of cases for the two week 
recall periods was small, a recall period of one month was also used. The number of 
cases of diarrhoea reported during the previous month was 141 (93 per cent) in Gunung 
Kidul and 123 (98 per cent) in Sumbawa. Table 5.6a and Table 5.6b presents data on 
mothers'opinion about the cost, distance and time taken to seek treatment from particular 
health providers and their reasons for the choice. Of those mothers who reported the 
incidence of diarrhoea, about one-third in Gunung Kidul and about half of mothers in 
Sumbawa reported that they did not seek any treatment.
•^ In both study areas the term used for diarrhoea in this question was berak-berak, a 
general term for diarrhoea.
4 The survey in Gunung Kidul was conducted in August/September 1988 and the survey 
in Sumbawa was conducted in October/November 1988. In both sites, the wet season 
had just started. (The wet season in Gunung Kidul started about one month earlier than 
in Sumbawa).
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Of those cases, 84 per cent of children in Gunung Kidul and 58 per cent of 
children in Sumbawa were still breastfeeding. There was no agreement among mothers 
about denial of breastmilk to children with diarrhoea. In a group interview, some 
mothers said that children with diarrhoea should be denied breastmilk, while others said 
that children with diarrhoea should not be denied breastmilk. Those mothers who said 
that children with diarrhoea should be denied breastmilk explained that breastmilk only 
worsened the child's condition. They also said that even a healthy child would get 
diarrhoea if given too much milk. Those who disagreed explained that a child with 
diarrhoea should be given plenty of liquids and that stopping breastfeeding would make 
his or her condition worse.
Observation suggested that most mothers did not stop breastfeeding when their 
children had diarrhoea. Mothers whose children had suffered from diarrhoea during the 
previous month were asked whether they had breastfed the child as usual. All mothers 
in Gunung Kidul said yes, and only three (4 per cent) in Sumbawa said no. Of the three 
mothers, only one said that she stopped or reduced breastfeeding because it would 
worsen the child's condition. The others said it was because the child could not suck.
5.3.2 Management of diseases in children
A wide variety of factors and a complex socio-economic and cultural process are 
involved in the evaluation of disease symptoms and subsequent decision making about 
the types of help to seek. It involves individual knowledge of the relations, accumulation 
and transmission of expenence, and the quality of the interpretation made (Mechanic, 
1980:148; Cantrelle et al., 1989:11).
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Table 5.6a: Opinions about the cost, distance and time taken to seek
treatment from particular health providers and the reasons for 














expensive 19 92 100
-inexpens­
ive 81 8 - 100 -
D istance:




T im e taken:
- < 30 minutes - - 66 100 _
(not long) 
-30-60 minutes 100 8 33
(rather long)
- > 60 minutes 92
(Very long)
R ea so n s for  choice:
- free - - - 64 _
- cheap 67 - - 4
- close by 15 8 100 23 _
- trust* 17 92 9 “
N ** 47 13 9 22 -
Source: Field Survey
Note: * confidence in the quality of services received 
** Excludes those who reported not seek any 
treatment (50)
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Table 5.6b: Opinion about the cost, distance and time taken to seek
treatment from particular health providers and the reasons for 














- 15 7 - -
expensive
-inexpens-
37 95 86 “





19 29 93 82 (2)
reach 81 72 7 18 0 )
Time taken:
- < 30 minutes 
(not long)
- 22 64 82 (2)
-30-60 minutes 
(rather long)
16 44 36 18 0 )




- free - - - 20 -
- cheap 50 - 15 - (2)
- close by 25 29 85 80 0 )
- trust* 25 72
N 16 18 14 11 3
Source: Field Survey
Note: * confidence in the quality of services received 
** Excludes those who reported not seek any 
treatment (61)
0 Figures in parenthesis are number
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When illness or its symptoms occured, mothers and other relatives usually 
responded in various ways. Diagrams 5.1 and 5.2 show that in both study areas only a 
small number of respondents reported that they immediately sought help from a health 
provider. The first step for most respondents was medication taken without professional 
or formal health care involvement. Many reported that they used non-prescription drugs, 
which were readily available. In both study areas, approximately half of the respondents 
reported that they visited the puskesmas after they had already attempted to treat the 
health problem with home remedies.


































































Diagrams 5.1 and 5.2 summarise the treatment or action taken by mothers when 
their children were suffering from the specific diarrhoeal diseases that they reported. 
Most mothers gave multiple answers to the question. For example, when asked "What 
action did you take when your child had the disease?" one mother whose child had 
nggebyor said:
Oh, it didn't need special treatment, I only rubbed my child's body with red 
onion mixed with coconut oil or eucalyptus oil, whatever was available.
Observation and in-depth interviews suggested that treating the child was not just 
a single action such as rubbing the child's body with traditional medicine or giving it 
western medicine. The treatment/medicine used depended on several factors; these 
included the stage and severity of the illness. Where the mother or her relatives 
considered that the illness was not serious and not yet dangerous, they usually did not 
take the child to medical-care providers. The effectiveness of the treatment or medicine 
from past experience was also considered, as was the availability of the medicine.
126
Particular obstacles to a particular treatment, such as cash, office hours, and the 
willingness of the sick child to accept the treatment were other factors in the decesion. 
Many times I observed that mothers did not treat a sick child because the child rejected 
treatment.
The processes of identifying and evaluating symptoms, interpreting their causes, 
context and implications, deciding on the types of treatment, and contacting a medical- 
care provider were usually not only the responsibility of the mother. I observed that 
many mothers with ill children in both study areas also relied on close family members 
or near neighbours for advice and information. Where other older women lived in the 
same household, they were most often the principal medical decision-makers and also 
supervised treatment within the family. In the nuclear family, where the mother was the 
only woman in the household, older neighbours usually became her advisers and 
helpers. However, the ultimate responsibility rested with the mother in most cases. Other 
studies have also reported that maternal responsibility for family treatment choice is 
widespread (Cheney and Adams, 1978:82; Kleinman, 1980:187).
Compared to women in Sumbawa, women in Gunung Kidul had more power in 
the care-seeking processes. In Gunung Kidul, I often observed that all decisions, from 
identification and evaluation of the symptoms to contact with the medical-care provider, 
were made by the mother or other women. In Sumbawa, although initial identification 
and evaluation of symptoms were usually carried out by the mother or other women, the 
final decisions regarding the type of treatment and contact with the medical care 
provider were more often made by the father or another older male in the household. 
However, where a female medical-care provider, such as a nurse or midwife, was to be 
contacted, these decisions were also often made by the women.
Observation of puskesmas attendance in both study areas confirmed the complex 
range of issues involved in diagnosis and treatment of children's illnesses by parents, as
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do the following cases. Case 1 was reported by a 28-year-old mother from Gunung 
Kidul with some primary education. (She was stopped school in year 4). Case 2 was 
reported by a 21-year-old mother from Sumbawa, who had graduated from SMP (junior 
secondary school). I met both mothers in the puskesmas.
Case 1
When he got watery stools four days ago, I thought it was ngenteng-entengi. So 
I did nothing. I only rubbed his body with red onion mixed with coconut oil. 
My next door neighbour, a health cadre, gave me oralite and suggested I bring 
my son to the puskesmas. My husband did not agree with this and told me to 
first ask my mother (who lives in a nearby hamlet) whether she gave 'wrong 
food' to my son when I left him with her. I didn't follow the suggestion of the 
health cadre or my husband. I believe that at his age ngenteng-entengi is 
common. I gave him the oralite given by the health cadre, but after two days the 
sickness had not subsided and I started to worry. I asked my mother what she 
gave him when I left him with her. She said that she did not give him anything 
except the bottled milk that I brought, although it was not finished. He slept 
almost the whole day in the cradle outside. Maybe he had masuk angin (been 
entered by wind). My mother suggested I should ngeroki (scrape the child's 
back vigorously with a coin dipped in coconut oil). After that he still had loose 
stools, became weak and had fever. My mother suggested I give him a 
traditional medicine of boiled water mixed with daun jambu klutuk (young 
guava leaves) and salt. This time I did not listen to her. I bought /coniform (an 
anti-diarrhoeal medicine) at the nearby warung (kiosk) and gave my son half a 
tablet. I remembered that when I was in Jakarta, my employer also used to have 
that medicine available at home. After three doses the diarrhoea subsided, but 
he still had a fever, so that's why I have brought him to the puskesmas
Case 2
When my child had diarrhoea accompanied by mild fever a week ago, my 
mother said to me,"Do not worry. Just wait until the mucus comes out, the 
diarrhoea and fever will go down by itself'.She said that it is common for a 
child of his age to get dedel putih. The day after, I saw that the mucus had come 
out so I believed that my mother was right. My mother rubbed his body with 
minyak sereh (citronella-grass oil) and put a herbal medicine made of daun 
sekuh (kamferia galanga leaves) and daun sirih (betel leaves) onto his fontanel. 
The fever subsided, but the stools continued to come out. When my mother-in- 
law (who lives in the same hamlet) came that evening, the fever re-occurred. I 
heard that she said to my mother that maybe my son had pencok belabur 
because she saw that my son looked frightened. My mother said to her that it 
was not pencok belabur because he had not vomited. Nevertheless, my mother 
said that maybe my mother-in-law was right, so she asked my mother and 
father-in-law to accompany her to bring my son to Papin Idi (a traditional 
healer also well-known as a 'wise person' in the village). I asked my mother 
why we did not bring him to ibu bidan (the midwife) or to the puskesmas the 
next morning. My mother said that if Papin Idi could not help she would bring 
him to ibu bidan. She also said that to bring my son to the puskesmas I would 
have to wait until my husband came home. Papin Idi give my mother minyak
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getah jarak (castor-oil plants, Ricinus communis) and asked her to mix it with 
tea and give it to my son. He also gave my mother minyak Sumbawa and asked 
her to rub my sons's body with that oil. He said that my son only had dedel 
putih. After three days his condition worsened. He was very weak, looked pale 
and did not want to eat. I was worried that he would die before my husband 
returned. My father-in-law called for a mantri (a male paramedic) and the 
mantri gave him a medicine tablet (she did not know what it was) and asked my 
mother to give my son sugar solution, as much as possible. When my husband 
came, he was very angry because I did not bring my son to the doctor or 
puskesmas. He blamed me for not making my own decisions'.
These cases show the complex range of issues involved in decisions to contact 
medical-care providers. A major dimension is the way the mother evaluates the causes 
of an illness and the extent to which she is able to attribute it to external or internal 
factors. The cases also highlight the involvement of relatives in the process and the way 
this may delay efforts to obtain medical treatment, often exacerbating the illness and 
sometimes resulting in fatalities.
Most mothers in both study areas considered diarrhoea to be the most dangerous 
childhood disease. In response to a question on the most dangerous childhood disease, 
97 per cent of mothers in Gunung Kidul mentioned diarrhoea (muntaber, dysentery and 
cholera), while 3 per cent mentioned tetanus. In Sumbawa, 70 per cent considered 
diarrhoea to be the most dangerous childood disease, while 11 per cent mentioned 
respiratory disease and 19 per cent mentioned tetanus. Table 5.7 summarises mothers' 
responses to questions about which childhood disease they considered the most serious 
and why it was considered so dangerous.
5.4 Knowledge and Practice of Immunization
In the Mosley and Chen framework, the use of immunization and other health 
services represents personal illness control. This section examines the extent of 
respondents' knowledge in relation to the diseases each kind of immunization can 
prevent. In addition, it also examines whether knowledge of immunization coincided 
with practice and identifies factors which were conducive or detrimental to the practice 
of immunization.
129
5.3.1 Knowledge of Immunization
In order to obtain information on their knowledge about immunization, each 
mother was asked seven questions. First, whether she had ever heard of imunisasi 
(immunization) or vaksinasi (vaccination), suntik kebal (an injection that can make one 
immune), or suntik sehat (an injection to make one healthy); second, about the general 
function of immunization ; third, to list the names of vaccines that should be given to 
every infant; fourth, whether she had ever heard of particular vaccines (BCG, DPT, 
Polio and Measles or Campak)\ fifth, about the function of each vaccine; sixth, about the 
appropriate age ranges for immunization for each vaccine; and, finally, how many times 
each vaccine should be given to a child.
Table 5.7: Diseases reported by mothers as most dangerous and their
reasons for considering it dangerous, Gunung Kidul and 
Sumbawa, 1988
Most dangerous disease 




cholera, dysentery) (N=147) (N=92)
- it causes sudden death 43 50
- it is transmitted rapidly 4 10
- it weakens children drastically 53 40
Respiratory diseases (N=14)
-it causes death and no one can help “ 100
Tetanus
- no medicine for it-once
(N=5) (N=25)









All mothers in Gunung Kidul had heard of immunization (or one of the other 
terms for it), but only 12 per cent could correctly state the general function of 
immunization. A correct answer was defined as "to protect children against the six 
dangerous child diseases" which was the message of the official immunization campaign 
that had been in operation prior to my fieldwork period. In Sumbawa most of the 
mothers (83 per cent) had heard of immunization but only 8 per cent of these correctly 
stated its function in these terms. In both study areas, some respondents answered that 
immunization prevents a child from catching diseases from other child(ren), a response 
that is substantially correct although less precise than the official message. If this is 
regarded as correct, the proportion correctly stating the function of immunization rises to 
49 per cent in Gunung Kidul and 25 per cent in Sumbawa. Table 5.8 illustrates responses 
to the question on the function of immunization.
Table 5.8: Mother's views on the general function of immunization,
Gunung Kidul and Sumbawa, 1988 (Percentage)
Function of immunization Gunung Kidul Sumbawa
C orrect:
To protect the child against the six 
dangerous diseases 12 8
To protect the child from 




Makes a child grow fast and become clever 39 28
Makes a child recover from disease(s) quickly 10 11
Don't know 2 35
N 152 109*
Source: Field Survey
Note: * excluding 'never heard of immunization' (22 respondents)
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I wondered why such a large number of mothers thought that the purpose of 
immunization was to make a child grow fast and become clever (39 per cent in Gunung 
Kidul and 28 per cent in Sumbawa). To explore this further, I carefully observed section 
four in each yandu, which is responsible for providing health information to the mothers, 
but I could see nothing wrong with the information that was given there. Most cadres 
only examined the KMS (the "road to health" card) to see whether the child was 
growing. Usually if the child was growing the cadre would say to the mother:
'Good, keep your child as healthy as this' or,
'Good, give him or her the same food as you have been; do not reduce it. If
you can afford it, give it more'.
If the child was not growing, the cadre might say:
'How has this happened?. Why is your child not gaining. You should give
him or her more food'.
I then extended my observation to the other sections and found that in both study 
areas the mothers' misperceptions arose in section five, which is responsible for 
providing health services, including immunization. This section was conducted by health 
centre staff. I observed that, before vaccinating a child, the health officer would usually 
politely say to the mother:
'Come on, I will give your child an injection so he/she will grow fast,' 
or, they might say:
'Good, don't worry. It won't hurt. It will make your child clever'.
When I asked the health staff in Gunung Kidul about this, I was told:
..it is difficult to explain to them (mothers) the real function of immunization.
They would not understand it. You know, what level of education they have.
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An other health official added:
... Ohh, that is not serious. The purpose of saying something to the mother is to 
make her calm and happy. If the mother is afraid and not calm, the child will 
cry and we can not immunize it properly. Most mothers are happy to hear that it 
(immunization) will make their child(ren) clever, since this is expected by them
A health official in Sumbawa said:
..It is too complicated for mothers to understand. Most of them only have some 
education. Although we try to give them understanding, it is just wasting time 
(sia-sia saja). We explain today, they forget tomorrow. This is the easiest way 
to explain to mothers in this region. Furthermore, they have their own beliefs 
about the cause of diseases. How could they accept it if we said that BCG, for 
example, will protect the child against tuberculosis when they believe that 
tuberculosis is caused by a curse. They believe that this disease will remain in 
their families for seven generations. It is easier to say to them that the injection 
will make their child(ren) clever or healthy or something else which is more 
acceptable
When mothers were asked to list the names of the vaccines that should be given to 
all infants, in both study areas measles (campak) immunization was most often reported, 
while DPT was least often listed. This is probably because the name campak was well 
known among mothers as a common childhood disease and the immunization has the 
same name as the disease, while DPT is an unfamiliar term, unrelated to the names of 
the diseases against which it offers protection and difficult to remember. Even most 
health cadres in both study areas could not remember what DPT stands for. Similarly 
when mothers were asked whether they had ever heard of each specific immunization, 
19 per cent of mothers in Gunung Kidul and 69 per cent of mothers in Sumbawa 
reported that they had never heard the word DPT. It was predicted by Streatfield and 
Singarimbun (1988:1243) that incorporating the name of the disease in the name of 
vaccine would convey the function and probably increase knowledge without given any 
other education. Table 5.9 summarizes responses to the question asking mothers to list 
the specific vaccines that should be given to children and to a second question asking 
whether they had ever heard of the named immunizations. Compared to Sumbawa, 
mothers in Gunung Kidul had better knowledge of the names of vaccines that should be 
given to infants.
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Table 5.9: Percentage of respondents who spontaneously mentioned
specific immunizations* and those who had ever heard of them, 
Gunung Kidul and Sumbawa, 1988











B C G 71 100 35 56
DPT 22 81 9 31
Polio 51 100 22 92
Measles/
Campak 98 100 76 98
Source: Field Survey
Note: * Some mothers spontaneously mentioned smallpox (cacar) immunization 
(5 mothers in Gunung Kidul and 27 mothers in Sumbawa)
In response to the question on the function of each vaccine, Table 5.10 shows that 
mothers in both study areas generally understood that measles immunization can prevent 
measles. This is not really surprising, since the name of the immunization is the name of 
the disease which it prevents. By contrast, only a few mothers knew what diseases DPT 
immunization could prevent. In Gunung Kidul, three of the 13 mothers correctly 
answered this question and mentioned all three diseases; eight mentioned tetanus and 
two whooping cough (batuk rejan). Both mothers in Sumbawa who correctly answered 
this question mentioned tetanus. For BCG, some mothers knew that it was to protect the 
child against TBC, sakit paru-paru, batuk darah, or biak (in Sumbawa), while some 
knew that polio immunization, protected children against polio, lumpuh or repok 
(Sumbawa).
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Table 5.10: Percentage of respondents according to knowledge of what
diseases each type of vaccine can prevent, Gunung Kidul and 
Sumbawa, 1988
Type of Vaccine
Knowledge BCG DPT Polio Measles
Correct 46 11
G unung K idul
85 98
Incorrect* 15 15 9 -
Don't know 39 74 6 2




Incorrect* 12 20 38 9
Don't know 64 75 31 10
74 40 120 128
Source: Field survey
Note: * For BCG, responses included malaria, tetanus, diarrhoea, smallpox and 
influenza. For DPT, they included morbili, skin diseases, malaria, 
PCM, and mouth diseases. For polio, they included tetanus, diarrhoea, 
PCM, malaria, and mouth diseases. For measles, they included 
smallpox, skin diseases and fever.
** excludes 'never heard of the name of this vaccine'
Tables 5.1 la and 5.1 lb summarize respondents' knowledge of the general function 
of immunization by selected social indicators. In both study areas, there were marked 
differences between women with primary education and those with secondary education. 
The percentage of correct responses from women with completed secondary education 
was more than double that for women with only primary education. The data suggest the 
impact of the greater literacy and exposure to media, including television, in Gunung 
Kidul on mothers' knowledge of immunization.
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Table 5.11a: Selected socio-demographic indicators of respondents by their
knowledge of the general function of immunization, Gunung 
Kidul, 1988. (Percentages)







Age o f respondents (years)3)
- Less than 20 45 55 _ 22
- 20 - 24 38 61 1 79
- 25 - 29 62 38 - 40
- 30 - 34 100 - - 6
- 35 and + 60 - 40 5
M igration Statusc)
- Migrant 88 12 _ 17
- Return migrant 40 60 - 75
- Non-migrant 48 47 5 60
Educational Attainment3)
- Some primary 42 56 2 111
- Completed primary 37 58 5 19
- Secondary and + 91 9 - 22
Ability to Read3)
- No difficulties 62 37 1 93
- With difficulties 27 69 4 59
- Not able - - -
W atching Television3)
- Every day 68 32 25
- At least once a week 54 46 _ 77
- Never 30 64 6 50
Extra familial activities3)
-Yes 56 41 3 121
-No 19 61 31
Source* Field Survey, 1988
Note: 3) p< 0.001 ; °) p< 0.01 ; c) p< 0.05 ^) p< 0.10 ; e) not significant.
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Table 5.11b: Selected socio-demographic indicators of respondents by their
knowledge of the general function of immunization, Sumbawa, 1988 
(Percentage)
Socio-demographic Knowledge of Immunization






Age of respondents (years)0)
- Less than 20 20 27 53 15
- 20 - 24 29 44 27 34
- 25 - 29 45 45 10 40
- 30 - 34 23 53 24 17
- 35 and + 5 24 71 21
Migration Status0)
- Migrant 25 47 28 43
- Return migrant 100 - - 3
- Non-migrant 22 37 41 63
Educational Attainment^)
- Some primary 14 41 45 29
- Completed primary 20 42 38 61
- Secondary and + 63 26 11 19
Ability to Reade)
- No difficulties 30 37 33 83
- With difficulties 27 69 4 24
- Not able - - 100 2
Watching Television^)
- Every day 46 42 12 26
- At least once a week 22 53 25 40
- Never 16 26 58 43
Extra familial activities0)
-Yes 23 40 37 85
-No 33 38 29 24
Source- Field Survey, 1988
Note: a) p< 0.001 ; °) p< 0.01 ; °) p< 0.05 ^  p< 0.10 ; e) not significant.
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Exposure to the media was greater in Gunung Kidul for several reasons. 
Community participation in health programmes was greater in Gunung Kidul, while 
posters and other printed material about the immunization (and other health-related) 
campaigns, some in the local language, were freely available in Gunung Kidul but not in 
Sumbawa.(The only place where posters about immunization campaign were found in 
Sumbawa was in the health centre.) Furthermore, the immunization campaign was 
presented by the local television station in Yogyakarta as a service to the community. 
During my fieldwork I observed that this campaign was popular, especially among 
children. Children would spontaneously sing the song Aku anak sehat (meaning Tm a 
healthy child') when they heard the tune on television, and some school-age children 
would read the messages. In Sumbawa, however, because of technical problems and 
atmospheric disturbance, it was difficult to receive television transmission; so few 
villagers were exposed to the immunization campaign.
In both study areas, knowledge about immunization did not always accord with 
practice. Immunization practice among women with incorrect responses to the 
knowledge question in Gunung Kidul was high (84 per cent), while in Sumbawa 50 per 
cent of women giving correct responses did not practice immunization for their children. 
A group of health cadres in Gunung Kidul were asked whether they considered 
knowledge about immunization to be important. My summary (taken from a tape 
recording) of key points made during the discussion reads as follows:
... it does not matter if a mother does not know anything about immunization, 
even if she does not know the name of the vaccine. What does matter is 
whether she brings her child to the posyandu. As cadres, our job is not to teach 
them, but to persuade them to bring their children to be immunized. They 
(health staff, the PKK coordinator, etc.) don't judge our activities based on the 
people's knowledge. They never ask a mother whether she knows anything 
about immunization. They only evaluate our activities based on how many 
children come to the post, how many children drop-out, as reported in balok 
SKDN.. (meaning the chart that shows the numbers of under five children in the 
village, how many came to the posyandu, how many children were growing, 
and how many were not).
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5.4.2 Practice of immunization
The government immunization programme recomends that eight vaccines (BCG, 
DPT I, Polio I, DPT II, Polio II, DPT HI, Polio HI, and Measles) be given to every 
infant. According to the recommendation, the first three should be given at first contact 
(usually when the baby reaches the age of 12 weeks), DPT II and Polio II at 18 weeks, 
DPT in and Polio III at 24 weeks, and Measles at 36 weeks. In practice, especially in 
Sumbawa, most children only had the BCG immunization at first contact, that is, when 
the baby had reached the age of 12 weeks; DPT I and Polio I at 18 weeks; DPT II and 
Polio II at 24 weeks; DPT in  and Polio n i at 30 weeks; and Measles at 36 Weeks. 
Babies who were bom in hospital usually received the BCG vaccine before they left the 
hospital, although hospital births were rare in both study areas. I found in the survey in 
Gunung Kidul that many babies aged 30 weeks had already received their measles 
vaccination. When I asked the health officer about this, he confirmedit and said that it 
was better than their not receiving the measles vaccine at all. He gave the vaccination 
earlier than was recommended because the length of time between the DPT III and Polio 
HI vaccinations and the measles vaccination was too long and mothers tended to forget 
to return for the measles vaccination (personal interview with doctor, 1988).
Tables 5.12a and 5.12b show the practice of immunization and the reasons for 
children not receiving each type of vaccine. The percentage of children who had first 
contact with the immunization programme (as indicated by receipt of the BCG vaccine) 
in Gunung Kidul was more than triple the percentage in Sumbawa. In addition to the 
reasons given by the mother for her child not being vaccinated (as shown in the second 
part of Tables 5.14a and 5.14b), participant-observation and in-depth interviews 
obtained more detailed contextual information on failure to obtain immunization. 
Among the most important factors were the effects of the family planning programme,
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problems of information and communication, and the role of health cadres and women's 
migration (4.6.1 and 4.6.2).
Table 5.12a: Practice of immunization and reasons for not having vaccination, 
Gunung Kidul, 1988 (Percentage)
Practice/
Reasons










-Yes 95 92 86 81 69
-No 1 3 7 7 11
-Not yet appropriate 4 5 7 12 20
N 152 152 152 152 152
R easons for not
having vaccination
-No time - - 9 9 -
-No yandu then 100 40 18 18 13
-Fear of fever - 60 73 73 87
N 2 5 11 11 16
Source: Field Survey
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Table 5.12b: Practice of immunization and reasons for not having vaccination, 
Sumbawa, 1988 (Percentage)
Practice/ BCG DPT 1/ DPT 2/ DPT 3/ Meas-
Reasons Polio 1 Polio 2 Polio3 les
Ever had this 
Vaccination:
-Yes 31 26 24 21 17
-No 62 65 61 57 57
-Not yet appropriate 8 9 15 22 26
N 131 131 131 131 131
Reasons for not 
having vaccination
-Too far to posyandu 14 12 9
-No time 7 7 8 8 9
-Jwrim\ didn't come 2 2 4 4 5
-Didn't know when 
should be given 2 1 _ _ _
-No yandu then 2 2 3 3 3
-Not necessary 47 45 48 48 49
-Busy in fields 2 2 1 1 1
-Afraid of being 
forced to adopt FP^ 22 21 20 24 22
-Fear of fever 7 9 12 11
N 81 85 80 75 75
Source: Field Survey
Notes: * Juru immunisasi - immunization technician 
^ FP- Family Planning
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In Gunung Kidul, the family planning programme was not a sensitive issue. When 
asked whether she used a contraceptive, most women proudly replied yes'. Several 
women explained that they were members of the KB lestari group (meaning that they 
had used contraceptives for five years or more), and three of these proudly reported that 
their youngest child had received a government scholarship as a result. By contrast, the 
family planning programme was a very sensitive issue in Sumbawa. Among the people, 
especially the women, there was a very strong negative association between the health 
programme and family planning. Rumour and gossip circulated that if women went to 
the clinic or posyandu, they might be forced to accept an IUD contraceptive (known 
locally as spiral). Many women said that they were afraid to attend the posyandu 
because they might be forced to adopt family planning.
Better communication between the puskesmas staff and community leaders was 
also important in the relative success of the immunization programme in Gunung Kidul. 
Although the head of the puskesmas had established a regular schedule for yandu in each 
post, in addition he always gave one week's notice to the head of the hamlet. The head of 
each hamlet would forward this to the household, and one day prior to the day of 
immunization, the forthcoming event would be announced in the mosque. By contrast, 
in Sumbawa the notice given was too long to be effective. The head of the puskesmas set 
a regular timetable and sent this to the head of the village, but there was no follow up or 
reminder. I noticed that most of the women in this village could not remember the 
immunization day.
On one immunization day in Sumbawa, I arrived at the posyandu about half-an- 
hour before the scheduled time. As I entered, the only one person there, the village 
secretary, asked me what I wanted. When I said that I wanted to attended the yandu, he 
asked me:
Are you sure, it is today?
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He then muttered to himself
Oh, that means I have to arrange this room, but where are the cadres?
Have they remembered?
Although I knew that the question was not for me, I told him that they had 
remembered because I had seen them in the market and we had discussed it. When the 
bidan and two other puskesmas staff arrived, the bidan asked the village secretary to call 
for the cadres. I asked the health staff whether the people knew that it was immunization 
day. One replied:
They should know. It was set up and agreed that the service in this post will be 
given every month, on the second Monday of the month
When the cadres arrived, the bidan asked them to call in on the women who lived 
around the post to ask them to bring in their children. While the bidan was preparing the 
vaccines and needles, I observed the village secretary preparing the scales for weighing 
babies and children, and the other health staff cutting tablets and wrapping them in paper 
given to them by the village secretary. None showed signs of disappointment or 
frustration. When I asked the bidan about the apparent confusion, she said with a sigh 
that it was usual. She added:
That's the problem. If we come late, they (the people) blame us and say 
that they had to wait too long and didn't have the time to wait. If we come 
on time we have to wait, and sometimes it takes about thirty minutes to 
one hour to call the people. It is fortunate if most of them come.
Only eight women and nine children attended the service that day, and after more 
than thirty minutes' waiting while no one came, the service ended and the health staff 
returned to the puskesmas.
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5.5 Summary
Women in both study areas had a very comprehensive health belief system about 
disease in children, the origin of disease, its prevention and cure, as well as their own 
terminology for specific diseases which differed from that used by health staff. 
However, the effect of the government health education campaign on knowledge, 
attitude and practice was significant in Gunung Kidul. Diagram 5.1 and Table 5.5 
indicate the widespread use of oral rehydration therapy (ORT) in Gunung Kidul. Unlike 
in Sumbawa, no mother in Gunung Kidul reported supernatural powers or black magic 
as the cause of diarrhoea.
Compared to women in Sumbawa, women in Gunung Kidul had more power in 
the care-seeking process. In Gunung Kidul, I observed that most health decisions, from 
identification and evaluation of symptoms to contact with a medical-care provider, were 
made by the mother or other women. In Sumbawa, however, although women typically 
made the initial identification and evaluation of symptoms, men made the final decisions 
about the type of treatment and contact with the medical care provider, except where a 
female medical-care provider, such as a nurse or midwife, was to be contacted.
The percentages of children who had first contact with the immunization 
programme (as indicated by receipt of BCG vaccine) in Gunung Kidul was more than 
triple the percentage in Sumbawa. Eighty per cent of children in Gunung Kidul were 
fully immunized, compared with only 18 per cent in Sumbawa. Among the most 
important factors associated with failure to obtain immunization were the effects of the 
family planning programme, the role of health cadres and women's migration
Some of the factors discussed above are unmeasured variables. These factors are 
vital, since they can stand as barriers to health intervention and related activities aiming 
to improve child survival in Sumbawa.
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Chapter 6
BELIEFS, KNOWLEDGE AND PRACTICE OF BREASTFEEDING, 
SUPPLEMENTARY FEEDING AND NUTRITION 
FOR CHILDREN AND PREGNANT WOMEN
6.1 Introduction
Food preferences and food consumption are influenced by several factors. Three 
factors are particularly important. The first is the availability of food, which was 
traditionally determined by geographical location, and patterns of food production and 
distribution. For example, in coastal regions where fish are plentiful, people are likely to 
eat seafood, while those residing on interior farm lands tend to favour the available 
vegetables, grains and meats. With the expansion of the market economy and improved 
production and distribution, seasonal and geographical constraints have been reduced, 
although they continue to affect rural populations in developing countries like 
Indonesia.
A second major factor which influences food preference and food consumption is 
individual household economic conditions, especially the availability of cash. In regions 
where most people cannot produce their own foods and most foods must be purchased, 
cash income plays an important role in determining food consumption. Lack of income 
or low income will result in individuals or families being unable to meet their everyday 
food needs, as may be evidenced by a poor quality diet or insufficient food intake.
A third factor is the socio-cultural environment, which includes food habits, 
beliefs and taboos concerning foods and their status or function. The anthropological 
literature reveals that food preference and food consumption are complex phenomena.
145
The function of food is not simply to nourish the body; food also has social functions, 
symbolic cultural dimensions and ceremonial significance (Tan et al, 1973:95; Pelto and 
Pelto, 1983:173; Messer, 1989:11-19). Religious festivities, births, weddings and 
funerals are designated and celebrated with special foods. In many societies, certain 
kinds of foods give a sense of well-being, security, and a sense of belonging to certain 
groups or to a particular status (Swantz, 1975:32; Rosenberg, 1980:198). One of the 
most important factors influencing the food habits of individuals are the food habits of 
the family. Young children are taught by their parents, especially their mothers, to eat 
foods which have traditionally been eaten by the group to which they belong. As the 
growing child participates in a wide range of activities outside the home, his/her 
attitudes toward foods are also influenced by the wider social environment, such as 
through contacts with neighbourhood children or adults.
This chapter focuses on the socio-cultural and behavioural aspects of food, 
feeding and nutrition of children and pregnant women in Gunung Kidul and Sumbawa. 
It consists of five parts. The introduction outlined the general factors that influence food 
preferences and food consumption, while the following section presents an overview of 
the availability of foodstuffs in the study areas and mother's knowledge of foods and 
their relationship to health. The third part describes food preferences and food 
consumption for children, pregnant women and lactating mothers. The fourth discusses 
some issues relating to child feeding practices, and the final part analyses the nutritional 
status of children in the study areas.
6.2 Availability of Foodstuffs in the Study Areas and Mother's Knowledge of Foods
Information on the foodstuffs available in both study areas was mostly derived 
from careful observation of the village markets. In Gunung Kidul where markets were 
not held daily, information on the food available to the families studied was also 
obtained from observations conducted in other markets near the village, where many
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villagers also bought foodstuffs. However, the data presented in Table 6.1 were based 
only on observations conducted in the village market. In addition to market observation, 
information on the availability of foodstuffs was also obtained from interviews and by 
observing the animals raised and what people grew in their pekarangan (the yard 
around the house site) or kebun (garden) I  also visited stores and waning (street stalls) 
in and near the village to see what foodstuffs were available for purchase, and observed 
the kinds of foodstuffs and prepared food(s) available in individual houses in order to 
get a more complete picture of what food was available to families. In some cases I was 
able to observe both the prepared food and the raw foods used in its preparation. 
Observation suggested that the availability of foodstuffs was different in the two study 
areas. Compared to Gunung Kidul, a larger quantity and variety of meats and other 
produce such as beans, legumes, coconut, and sweet potato were available in Sumbawa.
6.2.1 Availability of foodstuffs in the market, stores and waning
The variety of foodstuffs available in the market in Gunung Kidul was relatively 
limited. On market days^, inside the market there were only four regular staple foods 
stalls, two meat stalls, about twelve stalls selling vegetables-^, three tahu (soyabean 
curd) and tempe (soyabean cake) stalls, and sometimes one or two stalls selling fish and 
fruits. The remaining eight regular stalls sold cooked meals, clothing, kelontong (such 
as needles, mirrors, combs and hairpins) and toys, gerabah (earthenware) and 
traditional kitchenware made of wood or bamboo such as centong (ladles), tampah 
(woven trays), tenggok (woven baskets) and kalo (woven strainers). On the outskirts of
*In Sumbawa where most houses did not have pekarangan, people grew fruits and vegetables in a kebun 
which was located some distance from their houses.
2 As in most rural areas of Java, market days in Gunung Kidul were held according to the Javanese 
calendar. Sepasar (meaning one cycle) consists of five days, that is Pahing, Pon, Wage, Kliwon and Legi. 
In the study area in Gunung Kidul, market days were held on Pahing and Wage.
^Vegetable stalls usually sold more than one kind of vegetables and sometimes other items such as eggs, 
live chickens and small amounts of fruits.
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the market many bakul (petty traders), mostly operating on a small scale sold items such 
as vegetables, jajan pasar (home made snacks) and herbs. Most of these traders bought 
their goods from kulakan (middlemen who purchased the goods from a retailer and 
resold them) or sold their own produce. Sometimes, irregularly, a barber, shoe mender 
or medical retailer (tukang obat) selling various medicines such as ointments for skin 
diseases, oil for toothache, headache powder and fluids for head-lice, also operated.
There were three stores in the village and a number of waning in each hamlet. 
The stores sold items such as foodstuffs (rice, sugar, tea, coffee, infant formula, tins of 
milk powder, condensed milk, cooking oil, telur ayam ras/telur ayam negri 
(pedigreed/imported chicken's eggs), and canned foods), snacks such as crackers, 
sweets and biscuits, and kue-kue (home made snacks), medicines, stationery, batteries, 
soap, toothpaste and toothbrushes, shampoo, kerosene, toys, brooms and dusters, and 
cigarettes. One store also sold clothes, kitchenware, handbags, towels, sandals, shoes 
and cosmetics. All the stores were located in the centre of the village. The waning also 
sold foodstuffs and similar items to the stores, but offered less variety and sold only in 
small amounts. Compared to the price of goods in the stores, goods in the warung were 
relatively expensive. I was told by some villagers that they bought goods from the 
warung only for immediate daily consumption when the market was closed, or when 
they did not have cash, because the warung sold goods on credit.
Compared to Gunung Kidul, the variety of foodstuffs available in Sumbawa was 
relatively large. A larger quantity and variety of meat and other produce was available 
in the daily market. Table 6.1 lists the foodstuffs available in the village markets in each 
study area. Although there was a standard price for basic goods such as rice, salt and 
sugar, meats (especially chicken and fish), fruit and vegetables were cheaper in 
Sumbawa. However, infant formula, cooking oil, telur ayam ras (pedigreed/imported 
chicken's eggs), milk powder, condensed milk and canned food were slightly more 
expensive in Sumbawa than in Gunung Kidul.
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Two daily markets operated in Sumbawa: a morning market located in the village 
and an afternoon market located in a nearby village within less than five minutes' 
walking distance. The morning market was larger than the market in Gunung Kidul. 
The large number of stalls in the market comprised eleven regular staple foods stalls, 
six regular fish stalls, nine regular meat stalls, about sixteen vegetable stalls, four fruit 
stalls, fourteen cooked meals and about twenty snack stalls. Only a few stalls sold other 
goods such as clothes, imitation jewelry, kelontong (small wares) and kitchenwares.
The afternoon market located on the outskirts of the bus station in the nearby 
village had no permanent stalls. It consisted of petty traders selling fish, vegetables, 
fruits, spices and home-made snacks, mostly operating on a small scale. The number of 
traders and variety of foodstuffs sold in the afternoon market was small compared to the 
morning market. The number of traders varied between fifteen and twenty^ from day to 
day. Except for the fish traders, most traders in the afternoon market also operated in 
the morning market. Most sold unsold items from the morning market at reduced prices 
in the afternoon market. However, the fish sold in the afternoon market was usually 
fresher and cheaper than that sold in the morning market.'* For this reason, many 
women from the study village purchased food, especially fish, from the afternoon 
market.
According to the official village statistics, there were thirteen stores and twenty-
seven warung in the village in Sumbawa (Monografi Desa, 1988:22). Most sold similar
items to those sold in the stores in Gunung Kidul. In addition, rows of stores were
located on the outskirts of the bus station in a nearby village. These were mostly owned
^As in the morning market, observation of the afternoon market was conducted twice a week, that is 
every Sunday and Wednesday.
1^ was told by one informant that the fish in the morning market were mostly sold by a fish retailer who 
bought the fish from a fish-broker or a 'big' fisherman, while fish in the afternoon market was sold 
directly by the 'small' fisherman or his wife.
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by Chinese and sold not only ordinary goods such as food, medicines and utensils, but 
also 'luxuries' such as electronics, gold jewelry, bed-sheets, towels, tablecloths and 
clothes. Two stores also sold various patent medicines, vitamins and tonics.
In both study areas, food peddlers also sold cooked meals, home-made snacks and 
beverages, while kiosks sold mie bakso (noodle and meatball soup), cooked meals and 
home-made snacks. In Gunung Kidul the best-known food peddler, Mbok Jem, sold 
nasi pecel (rice with various vegetables mixed with spicy peanut sauce) and tahu tempe 
bacem (soyabean curd and soyabean cake boiled with salt, tamarind and coconut sugar 
and fried). She peddled around the village from afternoon until evening selling one 
small woven basket of rice, one woven tray (tampah) of vegetables with a plastic bowl 
of spicy peanut sauce and about fifty to sixty pieces of tahu tempe bacem. The price for 
one serving of nasi pecel was Rp 250^; one piece of tahu or tempe bacem was Rp 50. I 
was told that she could sell about thirty to forty servings per day. The mie bakso kiosk 
was located in the market. It was open from 10 am. until evening and become a 
'gathering place' for villagers, especially village men. The price for one serving of mie 
bakso was Rp 300. The owner of the kiosk, Pak Bagio, told me that he could sell about 
one hundred servings per day. His customers were not only people from the study 
village but also from other villages.
The home-made snacks sold in the kiosks or by food peddlers were mostly made 
of cassava, sweet potato, banana or rice flour. These foods were usually prepared by the 
trader herself or purchased from kulakan (other women who did the cooking and resold 
them). The average price of home made snacks was Rp 50 to Rp 100. I observed that 
most consumers of these foods, especially mie bakso and nasi pecel were adults. 
Children were only occasionally given individual servings of these foods. More usually
6 At the time A$1 = Rp 1,350
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they shared with their mothers or siblings. I observed that most children preferred jajan 
(snacks) such as crackers, sweets, peanuts or biscuits.
There were more food peddlers in the study village in Sumbawa than in Gunung 
Kidul. Most of these peddlers were girls or young women who prepared the snacks 
themselves. They peddled around the village selling very small amounts of home-made 
snacks, including cakes, boiled banana and cassava, boiled or roasted fresh com, boiled 
or roasted peanuts, fried cassava, fried banana and fried sweet potato. Most of these 
peddlers were not regular, and only sold their own produce. These snacks were 
relatively cheap, about Rp 25 to Rp 50 per piece. In addition, many snack traders also 
sold crackers, sweets, popcorn, rice bubbles and low quality biscuits in the village. Most 
of the snack traders were women with stalls consisting of small tables stacked with jars 
in front or within their houses. I observed that many children frequently bought snacks 
from these stalls. For example, during a three-hour observation at one stall, I observed 
four children who came more than five times, spending around Rp 200 to Rp 250. 
When I asked a boy (I guessed his age was about four years old) returning for the fourth 
time for whom he bought the snacks, he replied that they were for himself, his younger 
brother and his neighbour's child.
6.2.2 Food available to the families studied
During home visits I was surprised to note that most families in the village in 
Gunung Kidul ate rice as their staple food. In some houses I observed canned food, 
condensed milk, Dancow, Susu Bendera and Klim (full cream dried milk powder and 
skim milk powder), Nutrisari, Cerelac and Promina (baby-foods). (The types of
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Table 6.1: Foodstuffs sold and the average number of traders * selling them
on market day^), Gunung Kidul and Sumbawa, 1988
Type of Foodstuff Gunung Kidul Sumbawa
Staple foods 
- Rice 4 8
- G aplek  (dried cassava root) 4 *
- Cassava 4 3
- Sweet potato 3 7
- Dried/pounded com 2 6
Meats
- Beef/buffalo meats** 2 5
- Goat * 2
- Chicken 2 6
- Fish * 15
- Salted/dried fish 2 4
Eggs3 2 8
Tahu (soyabean curd) 4 1
Tem pe  (soyabean cake) 4 1
Legumes 
- Soyabean 2 4
- Mung bean 1 3
- Peanuts 2 8







- Spinach 5 7
- K angkung  (swamp cabbage) 4 6
- G ori (young jackfruit) 4 2
- M elinjo  and kro to*** 3 *
- K acang panjang  (snake-bean) * 4
- M bayung  (snake-bean leaves) 1 3
- Tokolan/Tauge (beansprouts) 3 3
- D aun singkong  (cassava leaves) 1 2






- Banana 2 11
- Papaya * 3
- Sweet orange/lime 1 *
- Mango * *
- Jam bu a ir {Eugenia aqua) * 8







Type of foodstuff Gunung Kidul Sumbawa
Snacks 
- Crackers 3 9
- Jajan pasar/Kue-kue
- Gorengan  (fried cassava,
3 12
fried banana, fried tahu , etc.) 1 2
- Tape singkong (fermented fresh 2 3
cassava root) 
- Others °) 2 7
Cooked meals^)
- N asi campur (rice mixed
with other dishes) 1 14
- M ie bakso (noodles & meat balls) 1 -
- N asi gudeg (rice mix with a 2 -






- Onion 4 12
Source: Field notes, 1988
Note: 1) This is the average number of traders who sold each foodstuff, not the average number 
of stalls because some stalls sold more than one item. Except for rice, beef, 
gorengan (fried snacks) and cooked meals which were sold from permanent/regular 
stalls, the number of traders varied from day to day.
2) In Gunung Kidul, observation was conducted on each market day during the first
month of the field study. In Sumbawa, observation was conducted every Sunday and 
Wednesday during the first month of the field study.
3) Excludes those who sold their own produce, usually only in small amounts. This was 
usually less than ten individuals.
Includes kacang koro, fresh soyabean, red bean 
^) Includes pare/paria (bitter melon), daun katuk (Sauripus androgynus Merr), 
cabbage, carrot, and sawi (Chinese cabbage)
6) In both study areas many fruits such as mango, sweet orange and jambu air were 
seasonal
Includes manggis, sawo, salak, kedondong 
^) Includes sweets, pickles and popcorn
9) In Sumbawa permanent waning makan (small restaurants) were located inside and 
on the outskirts of the market
10) Includes herbs, coriander, pepper etc.
11) In Gunung Kidul the traders who sold chili and onion usually also sold other items 
such as herbs or vegetables, while in Sumbawa they only sold chili and onion.
* Not available every day
** The beef retailer in Gunung Kidul bought the beef from the town market in 
Wonosari so only sold a small amount. The retailers in Sumbawa were supplied by 
the butcher from the same district, who said that he slaughtered 3 buffalos and 1 
cow each day to supply markets in the district 
*** Melinjo and kroto are the young leaves and seeds of a tree used to make emping (a 
crispy cracker)
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foodstuffs and prepared foods observed in the household are listed in Table 6.2). 
In 1971, when I conducted fieldwork in the same district, most families in this district 
ate tiwul (made of pounded gaplek - dried cassava root) as their staple food, and rice 
was eaten by only a few 'well-off families. At that time this distinction was considered 
an important difference between the poor and the rich, because rice was considered 
expensive and beyond the means of most villagers. Although the principal crop grown 
on their tegal(an) (dry fields) has not changed since 1971 (it is still mainly cassava) the 
staple food of villagers has completely changed.
There are several explanations for these changes. The first is the rapid expansion 
of the market economy and the impact of the Green Revolution in Indonesia. In the late 
'sixties and early 'seventies the Government of Indonesia introduced programmes such 
as BIMAS (Bimbingan massal, meaning 'mass guidance programme') and INMAS 
(Intensifikasi massal, meaning 'mass intensification programme') to promote 
agricultural, especially rice, production. Through such programmes the government 
provided credit and introduced new agricultural techniques, such as the use of fertilizer 
and high-yielding seed varieties, resulting in increased agricultural production, 
especially of rice. Improvements in infrastructure such as roads, bridges and, 
improvements in public transport accelerated the distribution of agricultural production 
and other goods.
A group of women in Gunung Kidul (aged from 43 - 52, four of whom were 
stayers and two returned migrants7) were asked to compare the availability of foods in 
the village now with the situation during the 'sixties, 'seventies and 'eighties. In 
response, one woman said:
Oh, of course there was a big difference. Nowadays, as long as we 
have money, we can buy anything that we need. If it's not available in 
the village, we can go easily to Wonosari or Yogya. The most
 ^About 50 per cent of respondent in Gunung Kidul were returned migrants. Most had worked as servant 
in middle-class families in Jakarta or other cities
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important thing is this (showing money). In the past you know, this 
area was well-known as a honggerudim (meaning Hunger-Oedema) 
region. Starvation was frequent It can be said that every year around 
November to February there was a regular famine. Everywhere in this 
region people were hungry. During the famines, many people around 
Wonosari went to the alun-alun (the town square used for public 
activities such as sports, parades and mass meetings) in Wonosari to 
wait for food handouts. When I was small I experienced starvation 
too. We only ate tiwul sekepel (a handful of tiwul) a day. As I 
remember, the last famine was in the early 'seventies, yes, at the time 
Pak Darmakum was the Bupati (Regent). But the last famine was not 
as serious as before.
Another woman added:
.. Nowadays most villagers prefer to sell their crops and buy rice for 
consumption, because rice is available anytime, anywhere - like coca- 
cola®. Most of the stores and waning in this village sell rice. Although 
gaplek is cheaper than low quality rice, people prefer to buy rice 
because it takes more time to prepare tiwul.
Before the woman could finish, her companions began interrupting each other, all 
contributing to a general discussion on food and the health of women and children. My 
summary (taken from a tape recording) of the key points they made on the availability 
and accessibility of foods to villagers reads as follow:
In the past, and during the 'sixties, life in this area was difficult. Not 
only was the staple food scarce, but also people could not buy other 
foodstuffs like they can now. Rice, sugar, tea coffee, everything was 
scarce. Villagers only lived from their own produce. They grew padi 
gogoh (dry land padi) in their tegal(an) (unirrigated dry land) but it 
was insufficient to feed a family, even for a few months. Rice was 
only given to young children and kept only for special occasions. No 
one in the village ate rice all year round, even the rich. At that time 
the price of rice was considered expensive and beyond the means of 
villagers. Because of the scarcity of water, except during the rainy 
season, villagers could not grow vegetables. The available vegetables 
during that time were mostly cassava leaves, gori (young jackfruit) 
and daun mlinjo that easily grow on dry land. During that time on 
market day there were only a few traders in the market. Most of them 
were bakul (petty traders) from nearby villages. After the orde baru 
(New Order Government) the road was opened and public transport 
improved. Foodstuffs were more easily available because many
^During my field work in Gunung Kidul, this word was popular and I heard many people say 'kapan saja, 
dimana saja, coca-cola', meaning "anytime, anywhere, there is coca-cola", to refer to things that were 
common or readily available.
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traders and producers from other districts in Ledoksarfi which had 
better arable land and irrigation could sell their produce in this village 
market, or petty traders from this village could easily kulakan 
(purchase goods from a retailer and resell them) from the town 
market. More and more young villagers cari rejeki (try their luck) in 
the city (mostly in Jakarta).
The second explanation for the change in the village staple food was changes in 
lifestyle and changes in attitudes toward foods. Respondents in the survey conducted 
during the fieldwork were mothers with under-five children. Most were relatively 
young, bom after 1966, when economic conditions and infrastructure had improved. As 
a result of better transport and communication, many were returned migrants or had 
husbands working in the city. Migration to the city had a great impact on their lifestyles, 
including food preferences and dietary intakes. In informal interviews during house 
visits many young mothers confirmed that eating tiwul was considered outdated and 
inferior to eating rice. When I saw prepared tiwul in one respondent's kitchen, I said: 
'Oh you prepared tiwul today'. Shyly, she said that it was her mother and that, although 
she also prepared rice for her mother, her mother always preferred tiwul. She said that 
her mother was never satisfied with rice. She was surprised when I told her that I liked 
tiwul and that it reminded me of seventeen years ago when I had conducted fieldwork in 
the district. When I told her that when I was a student in Yogyakarta, I sometimes ate 
tiwul with shredded coconut and palm sugar for my breakfast, she shook her head with a 
smile and said : 'I don't like it. It makes my stomach sebah (upset)'.
Most families in Gunung kidul ate two meals a day, at around 1 p.m. for lunch 
and 6 p.m for dinner. For sarapan (breakfast), they usually took tea or coffee with 
snacks. Most reported eating boiled or fried fresh cassava, boiled or fried fresh sweet 
potatoes, and getuk (a snack made of boiled fresh cassava mixed with sugar and
^Ledoksari is the name of the central zone in kabupaten Gunung Kidul which has relatively more fertile 
arable land compared to other zones. The districts includes in this zone are Playen, Wonosari, 
Karangmojo, southern Ponjong and northern Semanu.
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shredded coconut). Mothers reported preparing similar foods for lunch and dinner. They 
said that they usually prepared the foods once a day and re-heated them for dinner.
Careful observation in three families studied in this village confirmed these 
reports. I observed that usually the mother would first ndulangi (feed) a younger child 
while nglendang (carrying it in front using a shawl tied over her shoulder) before 
serving other household members. Children were always given first priority, followed 
by the father and then the mother.
Observation in Sumbawa indicated that the general family diet, as indicated by 
foodstuffs and prepared foods observed in the house, was quite good: eighty per cent of 
the families observed had prepared protein-rich foods, fish in 'ordinary' families, 
chicken and beef, as well as big fish, in the 'well-off families. I could not compare 
current conditions with the past as I did for Gunung Kidul for two reasons. First, there 
was no information available on conditions during the 'sixties and' seventies for 
Sumbawa. The only information available covered the broad area classified as 'other 
islands' (outside Java, Sumatra, Kalimantan and Sulawesi). Since the area is huge and 
diverse, such information was not meaningful in the context of this study. Second, focus 
group interviews with women in the study area provided little material on this topic. 
Most of the women said that the food available during the 'sixties and' seventies, 
especially everyday foods such as rice, meats, fish and vegetables, was relatively 
similar to that available today. The main difference was the availability now of other 
foodstuffs not produced locally, such as milk, sugar and canned foods.
Table 6.2 shows the very common use of fish in Sumbawa compared with the 
greater reliance on tahu or tempe alone in main dishes in Gunung Kidul. It shows, too, 
that households in Sumbawa generally had more kinds of stored food (non perishable) 
than households in Gunung Kidul. Further, that households in Sumbawa more often had 
condensed milk but those in Gunung Kidul more often had tinned milk. Observation
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suggests that condensed milk in Sumbawa was mainly for adult consumption in tea, 
while tinned milk in Gunung Kidul was for children.
Table 6.2: Foodstuffs and prepared foods observed* in households, Gunung
Kidul and Sumbawa, 1988. (Percentage)




PreDared Staple foods 
- Rice 97 93
- Com _ 2
- Mixture of rice with 
Com or cassava 3 4
Main Dishes
(excludes vegetable dishes) 
- Tahu/tem pe only 63 14
- Fish only ^ - 54
- Beef/chicken/eggs 18 19
- Combination of two 
or more of the above 20 7
- No main dishes - 7
Vegetables Dishes. Fruits and 
Other foodstuffs 
- At least one vegetable dish 94 82
- Raw vegetables 26 9
- At least one type of fruit 34 18
- Sugar 78 86
- Milk powder 42 17
- Condensed milk 10 40
- Canned food 22 7
- Jajanan  (home made snacks) 14 43
- Tea 38 40
- Coffee 32 49
- Legumes 13 66
- Uncooked rice, com, cassava 35 68
- Dried fish 17 37
- Others** 18 28
Source^Field survey, 1988
Notes: To observe the foodstuffs and prepared foods available in the house I
asked the mother if I could see all the food in the house. Most of the 
houses in both study areas did not have a store cupboard. They stored 
foodstuffs and prepared foods in hanging bamboo baskets or on a 
bamboo platform. Initially, observation was carried out on 
prepared/cooked meal(s). Where these were not yet cooked, I 
observed the foodstuffs that were to be prepared/cooked.
** JJsually a prepared mix with potatoes 
Includes biscuits, crackers, peanuts, chili
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6.2.3 Mother's knowledge of foods and healthy or nutritious foods 
Concept of foods and healthy or nutritious foods
Women in both study areas were asked to discuss what they considered as food 
and which food was healthy or nutritious. Focus group interviews with women in 
Gunung Kidul and Sumbawa indicated that in both study areas people considered they 
had eaten a meal (sudah makari) only if they had eaten rice or another staple food (corn 
or cassava) prepared in the traditional way as nasi/sega ^ . They did not consider eating 
singkong rebus (boiled fresh cassava) or jagung rebus (boiled fresh com) as sudah 
makan (that is, that they had eaten a meal). They considered that only as makan 
cemilan, nyamikan, jajanan or penganan (eating snacks). In addition to nasi/sega, 
which they considered makanan utama or makanan pokok (main food), they also 
mentioned iwak^/lawuhjlauk-pauk (relishes/dishes), janganan/sayur (dishes made of 
leaves/vegetables or beans) and sambal (hot spicy relish) as foods that were eaten with 
the main food.
In both study areas people also differentiated between makanan sehari-hari 
(everyday foods) and bukan makanan sehari-hari (not everyday foods) or makanan 
istimewa (special foods). Makanan sehari-hari included foods that were eaten regularly. 
Bukan makanan sehari-hari (not everyday foods) or makanan istimewa (special foods) 
included foods that were eaten for special occasions such as selamatan (ceremonial or 
religious meals) or foods prepared for a special guest. When I asked what the difference
*0Nasi/sega referred to steamed/boiled rice. Some mothers also mentioned nasi jagung or sega jagung (a 
staple food made of steamed/boiled crushed dried com) and nasi tiwul or sega tiwul (a staple food made 
of steamed pounded dried cassava).
^ In  the Javanese language iwak, literally means fish. But in the study area in Gunung Kidul it mean 
relish. In a study related to foods and nutrition this word should be used with caution, because many 
mothers stated that they gave their children 'iwak tahu', 'iwak tempe' or 'iwak pitik.' which meant relish(es) 
made of tahu (soyabean curd), tempe (soyabean cake) or chicken. It did not mean fish and soyabean curd, 
fish and soyabean cake or fish and chicken.
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was between everyday foods and not everyday foods or special foods, women in 
Gunung Kidul experienced no difficulties in differentiating between them. According to 
them everyday foods were foods that were readily/easily available and inexpensive, 
such as tahu, tempe and vegetables. Special foods were dishes made of chicken, beef, 
goat or fish. Those foods were scarce and expensive.
In Sumbawa, at the onset of a similar discussion there was no agreement among 
the women about what were considered everyday foods and not everyday foods or 
special foods. Some women mentioned the difference between the two in terms of the 
ingredients used (chicken, fish, meat and vegetables, were considered to be special 
foods while beans were considered to be everyday foods), while others described the 
difference in terms of the way they prepared the food(s). One woman said:
Take a fish. If we only marinate it with salt and tamarind and fry it, it 
becomes an everyday food, but if we prepare it with special spices it 
becomes a special food.
Another woman added:
Yes, take rice. If we prepare it as steamed/boiled plain rice, it becomes 
everyday food. But if we prepare it as nasi kuning (yellow rice, rice cooked 
in coconut cream and turmeric), nasi gurih (rice cooked in coconut cream) 
or nasi kebuli (rice boiled with chick-peas) it becomes a special food.
The other added:
Not only the way we prepare them, but also the quality and types of the 
foodstuffs (matter). Take a fish. We never serve teri (anchovy) especially 
teri asin (dried salted-anchovy) or other ikon asin (dried salted-fish) for a 
special guest or selamatan (religious meals). For a special guest or 
selamatan we always prepare fresh 'big fish' such as ikan tongkol (tuna fish) 
or bandeng (a kind of seafish raised in brackish water).
I asked why, in the case of rice, adding coconut cream or other spices made a 
difference. Was there any reason or belief behind this? At first no one could answer but, 
after prompting, one said :
It is the custom. We have never known why.
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Another quickly replied:
No, because coconut cream and other spices make the food gurih (tasty). It 
is believed that preparing tasty food for the birth ceremony, for example, 
will make the child's life tasty too. (she meant (enak) happy.)
After long discussion about everyday foods and special foods, I concluded that, 
compared to Gunung Kidul, the concepts of everday food and special food in Sumbawa 
were more complex. Although participants in the focus group were from similar 
backgrounds (in terms of sex, age, marital status, and ethnicity) as recommended in the 
focus group literature (Scrimshaw, 1987:15; Morgan, 1988:46) their opinions about 
concepts of food were different. Some foods which were considered special by some 
women, were regarded as everyday foods by others. This reflected the greater 
heterogeneity of the community in Sumbawa compared to Gunung Kidul.
Mother's knowledge about healthy foods
According to village officials in both study areas, the government healthy food 
campaign had been in operation more than five years prior to the fieldwork under the 
UPGK programme {Program Usaha Perbaikan Gizi Keluarga, the Family Nutrition 
Improvement Programme). However, in Sumbawa, most ordinary women whom I 
interviewed informally did not know about this programme. Some had never heard of 
the term I used. Even the wife of one of the village staff, who was supposed to be one of 
the activists in the programme, did not understand it. In Gunung Kidul, however, most 
ordinary women had at least heard about the programme.
One informant in Gunung Kidul, a health cadre, said that she was one of the nine 
leader gizi (nutrition cadres) appointed to the first angkatan (generation) of the 
programme in 1979. She told me that as a kader gizi her duties were to teach simple 
nutritional requirements - promoted as empat sehat lima sempurna (literally meaning
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"four (food groups) are healthy and five are perfect"), food budgeting, purchasing, food 
preparation and toman gizi (how to grow certain foods such as green leafy vegetables 
and fruits in the home garden). She said that this programme, especially the taman g iz i , 
had not worked. Most villagers were only keen at first. Limited water was a problem for 
them so they experienced difficulties in providing sufficient watering to keep the plants 
alive.
In order to obtain information on knowledge and practice in relation to healthy 
foods, each mother in both study areas was asked four questions. First, whether she had 
ever heard of empat sehat lima sempurna or any other term for healthy food, such as 
makanan yang sehat (healthy foods) or makanan hergizi (nutritious foods); second, 
what the empat sehat lima sempurna/healthy foods/nutritious food^ are; third, whether 
she prepared those healthy/nutritious foods for her family; and fourth, her reasons for 
preparing or not preparing these foods for her family^.
Eighty four per cent of mothers in Gunung Kidul had heard of empat sehat lima 
sempurna (or other terms for healthy food) but only 40 per cent could correctly state 
what the empat sehat lima sempurna were. A correct answer was defined as, 'the four 
major kinds of food^ that will give good health and the fifth ^  that will give perfect 
health' or mention of the kinds of foods promoted in the campaign as healthy and 
nutritious foods. In Sumbawa, less than half of the mothers (46 per cent) had heard of
l^The term used in the second, third and fourth questions depended on the response to the first question. 
If the respondent stated that she had heard empat sehat lima sempurna, the second, third and fourth 
questions also used the term empat sehat lima sempurna.
l^Those respondents who had never heard of empat sehat lima sempurna or the other terms used for the 
programme and those who gave an incorrect answer to the second question were asked the third and 
fourth questions. However, I explained to those respondents what empat sehat lima sempurna was before 
asking the third and fourth questions. The purpose of the first and second questions were to discover the 
respondents' knowledge, while the third and fourth questions related to practice.
l^That is: staple foods (such as rice, cassava, com), protein foods (such as soyabean cake, soyabean curd, 
beans, eggs, meats and fish), vegetables and fruits.
^That is, milk
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empat sehat lima sempurna or the other terms. Among those mothers, 38 per cent 
correctly stated what those foods were. Tables 6.3a and 6.3b summarize respondents' 
knowledge of healthy or nutritious foods according to selected socio-demographic 
indicators.
Analysis of socio-demographic differentials and the knowledge of healthy foods 
indicated that in Gunung Kidul education of women, ability to read*6, watching 
television and the migration status^ of the women were significantly related to 
knowledge about healthy food. There was also an association between the age of the 
mother and her knowledge about healthy food, but there was no significant difference in 
knowledge about healthy food between women who listened to the radio every day and 
those who never listened to the radio.
There are at least three explanations for these associations. First, exposure to the 
media campaign and access to information from posters and other printed materials, as 
mentioned in section 5.3.1, was greater in Gunung Kidul than in Sumbawa. Educated 
and literate women were apparently able to understand the campaign messages which 
improved their knowledge. Second, like the immunization campaign, the nutritional 
campaign was also presented by the local television station in Yogyakarta as a 
community service. The programme, called ruang kesejahteraan keluarga (family 
welfare programme) and broadcast every Sunday morning, was popular among women. 
During fieldwork in Gunung Kidul I observed that many women watched this
^Measured by ability to read three sentences. Each mother was asked to read the sentences from a card 
provided, which had different sentences from one mother to another. 'No difficulties' means she could 
read it correctly. 'With difficulties' means that she could not read it properly and, 'not able’ means that she 
could not read it at all.
^Defined as: Migrant, a woman originally not from the village; Return migrant, a woman that originally 
she from the village who had returned to the village after having been away for six consecutive months or 
more; Non-migrant, a woman originally from the village who had never been away for six consecutive 
months or more.
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1 Rprogramme and discussed it during community gatherings10. Third, although the 
programme was also promoted on the radio, I noticed that most villagers only listened 
to musical entertainment on the radio, rather than to information programmes.
In Sumbawa, there were no significant differences among women of different 
characteristics in their knowledge about healthy food.
6.3 Beliefs About Food, Food Preferences and Food Consumption for Pregnant 
Women and Lactating Mothers
In many societies, food restrictions and widely accepted beliefs that certain kinds 
of foods are 'hot' while others are considered 'cold' are derived from the humoral belief 
system (Manderson, 1981:509). Similarly, some foods are considered particularly 
suitable for children, pregnant women and nursing mothers, while others are taboo for 
them. Such taboos often have a well-established basis in a wider belief system.
^W hich were frequent They includeed arisan (a rotating credit fund run by neighborhood women), 
yandu (integrated health service post), and formal and informal neighbourhood meetings.
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Table 6.3a: Knowledge about healthy foods by selected socio-demographic
indicators, Gunung Kidul, 1988. (Percentage)











- Migrant 37 63 - 9
- Return migrant 67 33 - 71
- Non-migrant 39 48 13 48
Age of respondent
- < 20 16 84 - 19
- 20 - 24 45 47 8 77
- 25 - 29 46 54 - 28
- 30 - 34 - 100 - 1
- 35 and + - 100 - 3
Educational attainment a)
- Some primary 26 68 6 88
- Complete primary 72 22 6 18
- Secondary 68 32 - 22
Ability to read a)
- No difficulties 56 37 7 86
- With difficulty 7 93 - 42
- Not able - - - -
Watching Television a)
- Every day 84 16 - 25
- At least once a week 42 48 10 60
- Never 12 88 - 43
Listening to Radio e)
- Every day 40 54 6 109
- At least once a week 18 60 _ 10
- Never 33 67 - 9
Source: fjield Survey, 1988
Notes: Excludes those who had never heard of healthy foods (24 respondents).
** See footnote 17
a) P< 0.001 ; d) P< 0.01 ; c) P< 0.05 ;
P< 0.10 ; not significant.
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Table 6.3b: Knowledge about healthy foods by selected socio-demographic
indicators, Sumbawa, 1988. (Percentage)










M igration status e)
- Migrant 36 64 - 22
- Return migrant - 100 - 2
- Non-migrant 42 55 3 36
Age o f respondente)
- < 20 20 80 - 10
- 20 - 24 41 54 5 22
- 25 - 29 50 50 - 16
- 30 - 34 67 33 - 6
- 35 and + - 100 - 6
Educational attainment e)
- Some primary 25 67 8 12
- Complete primary 34 66 - 32
- Secondary 56 44 - 16
Ability to read e)
- No difficulties 42 56 2 50
- With difficulty 20 80 - 10
- Not able - - - -
W atching Television e)
- Every day 53 47 _ 19
- At least once a week 32 64 4 22
- Never 32 68 - 19
Listening to Radio e)
- Every day 23 73 4 22
- At least once a week 55 45 _ 20
- Never 39 61 - 18
Source^Field Survey, 1988
Notes: Excludes those who had never heard of healthy foods (71 respondents)
** See footnote 17
y. P< 0.001 ; d) P< 0.01 ; c) P< 0.05 ;
P< 0.10 ; e) not significant.
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In some cultures, pregnant women and lactating mothers are affected by a variety 
of dietary restrictions, and their food intake and the kinds of food eaten may be strictly 
controlled by their mothers or other elderly female relatives. For example, they may not 
be allowed to eat certain kinds of foods, such as fish, dried fish, eggs and meats, that 
nutritionists would consider are needed for the growth of the fetus and their own bodies 
because these foods are considered to be 'hot' and to harm the fetus or induce abortion. 
They may also be forbidden to eat certain fruits because they are thought to be 'cold' 
and bad for the health of pregnant women (Tan et al.: 1973:71). Pregnant women and 
nursing mothers are also often advised to reduce the quantity of foods eaten, so that the 
fetus does not grow too large and make delivery difficult (Baasher et al., 1983:70-72; 
Ferro-Luzi, 1980:102; Wilson, 1980:73). All these practices are culturally shaped to 
fulfil certain goals: to meet perceived 'nutrient' needs of the mother or developing fetus, 
to protect the fetus from malformation, to promote easy delivery, and to prevent ill 
health in the mother (Adair, 1987:142).
Brown (1984) reviewed the techniques for collecting dietary consumption data 
and the relative advantages, disadvantages and cost of these techniques. The review, 
which concentrated on quantitative studies of individuals, noted that prospective 
techniques were more suited to quantitative data collection because they provide more 
precise information as to what is actually consumed during the period of study. 
Retrospective techniques, by contrast, despite being subject to errors of recall 
(especially in regard to the quantities of food consumed), are useful for estimating the 
individual's usual intake during an extended period of time (Brown, 1984:72).
Quantitative collection of data on the actual food consumed by pregnant women 
and lactating mothers in both study areas was considered unnecessary in this study for 
two reasons. First, the numbers of pregnant women and lactating mothers were small. 
During my fieldwork there were only four pregnant women in the study area in Gunung
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Kidul and 44 pregnant women in the study area in Sumbawa. Second, in areas such as 
Gunung Kidul and Sumbawa, where people do not have a regular income and where 
food is seasonal, the relatively short period of time for data collection on food 
consumption available during the field studies would not provide a valid estimate of 
people's usual intakes.
This study therefore gathered mainly qualitative dietary data based on recall to 
ascertain the pattem of foods eaten during pregnancy and lactation. During pretesting of 
the questionnaire, mothers were asked whether during pregnancy and lactation they had 
avoided or reduced the amounts of foods that they normally ate. They were also asked 
whether they had increased or decreased the amounts of particular foods in their diets. 
Reactions to those questions were significant. A number of women made spontaneous 
remarks such as:
.. ohh, I forget, but usually...
or
.. How can I remember? That was two years ago. But yes, we should 
avoid certain kinds of food, such as makanan yang pedas (hot chili 
added to foods) and sea foods.
Consequently, responses to these questions were investigated carefully. Each 
mother was asked a series of questions. First, whether she knew or had ever heard of 
any kind of food that was taboo ^  for pregnant women; second, to list the kinds of food 
that she knew were taboo for pregnant women; third, the reasons why such foods were 
considered as taboo; fourth, whether she believed these taboos; fifth, as far as she could 
remember, whether she had avoided these taboo foods when she was pregnant; sixth, 
whether she had increased the amount of certain foods in her diet during pregnancy; 
seventh, what kinds of food she had added in her diet; and, finally, the reasons why she
^ In  both study areas the term used for taboo in this question was pantang(an), translated as forbidden.
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had increased the amounts of those kinds of food in her diet during pregnancy. Similar 
questions were also asked for lactation.
In addition to the qualitative dietary recall reported by the women, two case 
studies on actual^ food consumed by pregnant women and two case studies on types of 
food consumed by lactating mothers were collected in both study areas. I observed the 
types of food consumed by each woman during one day. Two cases reflected the food 
consumed by a pregnant woman and a lactating mother on a typical day, while the 
others reflected the food consumed by a pregnant woman and a lactating mother on a 
special day^. It was realized that such special days would not make any real 
contribution to the mother's overall nutrition, but the case studies aimed to obtain more 
detail on the general pattem and types of food consumed by pregnant women and 
lactating mothers on those days and to confirm the results of the recall method. I 
wanted to see whether these women's behaviour reflected their interview responses.
In response to the first question, all mothers in Gunung Kidul and Sumbawa knew 
of or had heard of food that was taboo for pregnant women. The kinds of food 
mentioned in Gunung Kidul as taboo for pregnant women were pineapple, tape 
singkong (fermented fresh cassava root), and twin bananas. Pineapple and tape 
singkong were considered hot and to cause miscarriage, especially during the early 
stages of pregnancy. Pregnant women were not allowed to eat twin bananas because it 
was believed that this would result in the birth of Siamese twins. Six mothers in Gunung 
Kidul reported that pregnant women should avoid eating fish, especially dried fish, 
because it may cause skin disease.
^A ctual refers to the types of food consumed by the women, not the amount.
^ D u rin g  fieldwork in Gunung Kidul, the special days observed were Idul Adha (a feast where Muslims 
celebrate the performance of the pilgrimage to Mecca followed by a sacrifice in rememberance of the 
Prophet Ibrahim), bersih desa (thanksgiving day) and selamatan (religious meals). The special day 
observed during my stay in Sumbawa was Maulid Nabi (the feast where Muslims celebrate the birthday 
of the Prophet Mohammad)
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Belief in certain food taboos may result in the avoidance of those foods. Most 
mothers who had heard that certain foods were taboo for a pregnant woman consistently 
reported that they believed in these taboos and, as far as they could remember, had 
avoided the taboo foods when pregnant. Two mothers reported that they had formerly 
believed these taboos but did not at the time of the survey. During their last 
pregnancies, which in both cases had been unwanted, they had eaten pineapple and tape 
singkong during the first three months in an attempt to obtain an abortion, but their 
efforts failed. With a laugh, one said: 'This is the result: a healthy boy', (showing a two 
year-old boy).
In Gunung Kidul more than one-quarter of mothers said that they had not changed 
their diets during pregnancy. Their daily diet, consisting of rice, tahultempe (soyabean 
cake/soyabean curd), sambal (hot relish) and vegetables twice a day, remained 
unchanged. Six mothers reported that they had reduced the amount of foods during 
pregnancy to avoid the fetus growing too large and making delivery difficult. However, 
the majority of mothers in Gunung Kidul reported that they had increased the amount of 
food consumed during pregnancy. Most did not mention any specific food, while some 
reported consuming more vegetables, meats and eggs, and coconut juice. The reasons 
given for increasing the amount of food indicated a concern for the health of both the 
mother and the fetus. These included statements such as 'I ate for two',' I ate to make 
the fetus strong and healthy', and ' I ate to be healthy so delivery would be easier'.
In Sumbawa also, most mothers believed that eating pineapple, tape singkong or 
tape ketan (fermented sticky rice) would cause miscarriage. For this reason pregnant 
women were forbidden to eat these foods. Most mothers also reported avoiding eating 
twin bananas, scaly fish, and drinking iced water. Like mothers in Gunung Kidul, they 
also believed that eating twin bananas would result in the birth of Siamese twins, a 
widespread belief in Indonesia (Tan et al., 1973:70). Those mothers who had avoided
170
drinking iced water said that it would cause the fetus to grow too large and make 
delivery difficult. Those who had avoided eating scaly fish explained that it may cause 
the child to be bom with scaly skin. All mothers who had heard that certain foods were 
taboo for a pregnant woman reported that they believed in these taboos and had avoided 
these foods during pregnancy.
In Sumbawa, about two-thirds of mothers reported that they had reduced the 
amount of food eaten during pregnancy. The rest said that their daily diets remained 
unchanged. Of those who reported reducing their food intake, 18 per cent said that 
during the early stages of pregnancy they were advised to do so by relatives and the 
dukun beranak (the Traditional Birth Attendant - TBA) whom they had asked to assist 
them during delivery. The reason given was that if their food intake was not reduced, 
the fetus would grow too large and make delivery difficult and dangerous for the 
mother. The majority of those who reported reducing their food intake said they reduced 
the amount of meat, liver and fish eaten. It was believed that these foods may cause 
heavy bleeding during delivery, cause the fetus to grow too large, or harm the fetus and 
result in certain deformities in the child.
Lactating mothers in both study areas were affected by more dietary restrictions 
than pregnant women. However, these restrictions were not as strong as for pregnant 
women. During pretesting of the questionnaire in both study areas, mothers reported 
that the foods that were restricted to the lactating mothers were actually not taboos, 
although lactating mothers were advised not to eat or to avoid them. Therefore, in both 
study areas the term used for this question in the survey was dihindari/dijauhi (avoid) 
instead of pantang (taboo).
All mothers in Gunung Kidul and Sumbawa knew or had heard of kinds of food 
that were considered bad for lactating mothers. In Gunung Kidul, hot chili foods, foods 
cooked in coconut cream or containing peanuts, sea foods, foods considered too 'hot' for
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the body such as tape singkong (fermented fresh cassava) or too 'cold' such as papaya, 
sour foods, and fried foods were mentioned. Mothers said that all foods eaten by a 
lactating mother would affect her milk and therefore the baby. It was believed that hot 
chili foods, foods cooked in coconut cream, fried foods, sour foods, tape singkong and 
papaya may cause the baby to suffer from diarrhoea. Some mothers also said that 
makanan yang pedas (hot chili foods) and fried foods may cause the baby to suffer from 
belekan (eye disease), and foods cooked in coconut cream may cause the baby to suffer 
from worms. Foods containing peanuts were believed to cause itching and a rash on 
babies' skin, while seafoods were believed to cause the mother's milk to become 
odorous and cause the babies to vomit.
As noted, food beliefs relating to lactating mothers were relatively weak. Many 
mothers in Gunung Kidul reported that during lactation they had eaten certain foods 
which the 'older generation' would consider to be bad for lactating mothers. Most 
reported that they ate whatever foods were available at home, while some said that they 
had only avoided hot chili foods. Only a few reported that, as far as they could 
remember, they had avoided all those foods during lactation. Some said that, although 
they did not believe that those foods were bad for lactating mothers, they had not eaten 
them during lactation because their food was prepared by their mothers who did believe 
they were bad for them.
No mother in Gunung Kidul reported reducing her food intake during lactation. 
Most reported that they had increased the amount of food eaten. The kinds of food 
consumed in larger amounts during lactation were green-leafy vegetables such as daun 
katuk (Sauripus Androgynus Merr), spinach and young cassava leaves, as well as an 
increased intake of fluids because green-leafy vegetables and fluids was believed to 
increase the quantity of the breastmilk. A few reported that the amount and types of 
food eaten remained unchanged. Most mothers (89 per cent) reported drinking jamu 
(traditional herbal mixtures) during lactation in order to improve the quantity and
L_
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quality of breastmilk. Mothers believed that jamu would make breastmilk fresh and not 
odorous.
Many mothers in Sumbawa reported that certain foods were considered to be bad 
for lactating mothers and therefore to be avoided. These included hot chili foods, dried- 
salted fish, foods cooked in coconut cream, sea-foods, eggs, foods containing peanuts or 
other beans, and foods considered too 'hot' for the body such as tape singkongltape 
ketan (fermented fresh cassava/fermented sticky rice), pineapple and jackfruit, or too 
'cold' such as bengkuang (screw pine) and cucumber. The reason given was similar to 
that given by mothers in Gunung Kidul, that all foods eaten by lactating mothers would 
affect her milk and, in turn, would affect the baby.
Mothers in Sumbawa also believed that hot chili foods, food cooked in coconut 
cream and food considered too 'hot' for the body, would cause the baby to suffer from 
diarrhoea. Some mothers also believed that hot chili food may cause the baby to suffer 
from eye disease. They believed that dried-salted fish, eggs and foods containing 
peanuts and other beans may cause itching or a rash on the baby's skin. Foods 
considered too 'cold' were believed to cause the baby pilekJingusan (to have a cold). As 
in Gunung Kidul, mothers in Sumbawa believed that sea-foods may cause the mother's 
milk to become odorous and cause the baby to vomit or reject the breastmilk.
Although they believed that all foods eaten by lactating mothers would affect the 
milk and the baby, about half of the mothers in Sumbawa reported that during lactation 
they did not change their diet, but ate whatever foods were available at home. One 
mother said that her son (two-and-a-half years old) still suffered from a skin rash 
because she could not avoid dried salted fish during lactation. Almost half reported 
avoiding foods believed to harm the mother's milk and, in turn, the baby during
lactation.
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The case studies which focus on behavioural observation revealed that the survey 
information did not always coincide with the practices I observed. In both study areas 
the pregnant and lactating mothers who reported in the survey that they avoided tape 
singkong (fermented fresh cassava) did not refuse it when I offered it to them^ . To 
check that they did not accept only because I was the one who offered it, I reminded 
them of the taboo ?. But their responses were interesting, such as 'Oh it does not matter 
if it's not every day'; 'It won't do any harm if it's only a small amount'. On the special 
day, the women did the same. The mothers who reported that they avoided certain 
foods, in practice did not avoid them.
Maternal nutrition is influenced by several factors. The first is the amount of food: 
in situations where neither famine nor extreme poverty are involved, marginal or 
insufficient dietary intake may be due to cultural taboos restricting the types or amounts 
of food available to women during pregnancy and lactation. A second factor is 
unhealthy environmental conditions: because women usually nurse the sick and dispose 
of all excreta, they are more exposed to infectious disease and disease pathogens. A 
third factor is daily caloric intake in relation to workload: some women's dietary intake 
may not be sufficient to cover their heavy physical workload. A fourth factor is the 
demands of growth, pregnancy and lactation which generate extra demands on tissues 
and strength. Repeated cycles of reproduction, infection, hard physical work and 
nutrient drainage may leave women in a constant state of maternal nutritional depletion, 
leading to malnutrition, anemia, susceptibility to infection, fatigue and decreased 
productivity, which are well known as the 'maternal depletion syndrome' (Baumslag, 
1985:12- 14).
^ T h e case studies were conducted two weeks after the survey. I visited the women and brought tape 
singkong as an oleh-oleh (present). It was a common practice in both study areas to bring foods, fruits or 
snacks as an oleh-oleh.
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Jelliffe and Jelliffe (1985: cited in Baumslag 1985:14) have summarized the 
effects of inadequate maternal nutrition in pregnancy (Table 6.4)
Table 6.4: Some effects of inadequate maternal nutrition in pregnancy
Maternal * Protein energy malnutrition (PEM) Maternal
Specific nutrients:iron, folate, depletion
syndrome
Anemia, haemorrhage, sepsis 
Insufficient fat stores 






















Source: after Jelliffe and Jelliffe (1985: reproduced in Baumslag, 1985:14)
Note: *Calories (energy) are the most important deficiency
Many studies have shown that the nutritional state of the mother prior to, and 
during, pregnancy has an important effect on her health and that of the fetus (Page, 
1969:378; Lechtig et al., 1978:162). Inadequate nutrition during pregnancy is 
responsible for the 200 to 300 gram lower birth weight of most children bom of lower 
socio-economic groups in developing countries. This lower birth weight, in turn, is 
associated with higher perinatal and neonatal mortality and a tendency to greater
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morbidity, mortality, and poor growth in the post-neonatal months (Abbot et al., 
1975:43). A significant relationship has been found between the diet of the mother 
during pregnancy and the condition of her infant at birth and within the first two weeks 
of life. A better diet produces babies in better physical condition. Stillborn, premature 
and congenitally defective infants are more frequently bom to mothers who have had an 
inadequate diet during pregnancy (Adair, 1987:130-135).
6.4 Child Feeding Practices
Data on child feeding practices and child nutrition were obtained from a survey of 
practices in relation to the youngest child under the age of five. However, observations 
were not limited to the youngest child but also covered her/his 'under-five' siblings. In 
all families studied, the eating habits of the children were investigated, particularly the 
diets of babies and under-five children (balita). The investigation included: what foods 
were given to and eaten by the child; how frequently the child was given and asked for 
foods; and, what kind of foods he/she asked for and was given. In addition, a number of 
infants and children who were shown to be undernourished, as indicated by weight for 
age on the KMS (Kartu Menuju Sehat - Road-to-Health growth chart), were carefully 
studied. Because of time, budgetary and logistical constraints, a more accurate 
investigation of child diets was beyond my capabilities.
6.4.1 Prelacteal feeding
In this study the term 'prelacteal feeding' has been used to refer to all practices of 
feeding a newborn baby before breastfeeding commences. This is common in some 
areas in Indonesia (Hull, 1977:7) and has also been found in many other countries 
(Baasheret al., 1983:73; Fildes, 1988:119; Reddy, 1989:12). In many areas, women are 
reluctant to feed colostrum to infants because colostrum is considered 'hot' and to cause 
rashes and thrush. It is also believed that colostrum is bad, harmful to the baby, difficult
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to digest, causes diarrhoea and vomiting, and it is not considered to be milk (Hull, 
1977:7; Baasheret al., 1983:73; Reddy, 1989:12).
In Gunung Kidul, more than one-third of mothers practiced prelacteal feeding 
following the birth of their last child. The foods commonly given were air tajin (starch 
of rice), mashed banana or sugar solution. Most gave prelacteal feeding for one to three 
days after birth, while waiting for the colostrum to disappear and the breastmilk to flow. 
Colostrum, known locally as susu kuning, susu kotor, or susu toya (meaning yellow 
milk, dirty milk, or watery milk), was considered harmful to the baby, and to cause the 
baby to vomit. However, the majority of mothers in Gunung Kidul breastfed their 
babies as soon as the babies had recovered from the effects of delivery. They did not 
consider colostrum bad or harmful for the baby. Most said that the 'yellowish liquid' 
contained vitamins which were important for the baby's growth. The rest said that they 
put the baby to the breast as soon as it had recovered in order to get the breastmilk 
flowing sooner or to stop the baby from crying.
Prelacteal feeding following birth was common among Samawa (the ethnic group 
from Sumbawa) mothers and Sasak (the ethnic group from the island of Lombok) 
mothers in Sumbawa. Most mothers in Sumbawa did not breastfeed their babies during 
the first three days after birth. Instead, they gave their new bom babies pre-chewed rice, 
sour chewed rice or pre-chewed banana dripped from the mother's finger into the baby's 
mouth. Prelacteal feeding of pre-chewed foods was given not only because they 
considered colostrum to be bad and harmful to the baby, but also because they believed 
feeding pre-chewed foods would make the baby grow strong and close to the mother. 
Colostrum, known locally as susu darah kotor, susu amis, aik bongkok, and aik susu 
panas (meaning dirty blood-milk, odorous milk, leftover water, and hot watery milk), 
was thought to cause the baby to vomit, or suffer from fever or diarrhea.
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The health staff reported that it was difficult to convince mothers not to feed their 
babies pre-chewed or premasticated food. There was a strong belief among mothers in 
the study area that this practice would bring mothers and their babies closer. During 
fieldwork in Sumbawa I observed that many mothers fed their children, not only 
newborn babies but also pre-school children, pre-chewed food. Mothers chewed the 
food, spat it into their hands and then gave it to their children. When I noticed a mother 
feeding her 11 month-old son pre-chewed food, I asked why she fed him this way. With 
a laugh she answered:
..oh, that's good at his age. At this age, the child is still at home so it is easy 
to give papah (chewed) food. When they are growing up they will reject it.
Take his brother, I still sometimes papah (chew) his food. Although he is 
furious, I persuade him to eat it. I was told by my mother that we have to do 
so if we expect our child(ren) to love us forever...
To explore this further, I asked what would happen if she did not or had never 
chewed her children's food. Emotionally, she said that she could not do that. She was 
afraid to disobey her mother, especially in this matter. Further she said:
.. no mother wants to be deserted by her children. The husband might go to 
or find other women, but not the children..
In-depth interviews suggested that, in a polygamous society like Sumbawa, it was 
extremely important for a mother to establish close ties with her children. If she was 
discarded by her husband, or superceded by a younger wife, her children might become 
her only emotional and financial support.
I also observed that in Sumbawa pre-lacteal feeding merges with supplementary 
feeding. When asked when a child had been introduced to supplementary feeding, more 
than half the mothers said that they had introduced supplementary foods before their 
babies reached one month of age (see Table 6.8).
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At least three negative consequences for health may arise from this practice. First, 
it is difficult for a new bom baby to digest anything but mother's milk, so a strain is 
immediately put on his/her digestive system. Second, if a baby is given supplementary 
food too early, the mother's milk supply may be reduced because the baby will not 
suckle. Third, the actual amount given was usually so small that it would not make a 
real contribution to the infant's nutrition but it was probably sufficient to cause a health 
hazard. As tuberculosis was still endemic in Sumbawa (DIKES Kabupaten Sumbawa, 
1987:7), babies fed pre-masticated food were in great danger of picking up the 
tuberculosis bacillus from their mothers, or infected pathogens for Hepatitis B or other 
diseases which could be transmitted by this means.
6.4.2 Breastfeeding practices
Some of the most important child feeding practices affecting health and 
nutritional status of the infant and children are those related to breastfeeding. Many 
studies show that breastmilk secures the health and nutritional status of the children in 
several ways. First, compared to other foods, breastmilk provides the most suitable 
nourishment for the infant; second, it counters the effects of infections and offers 
protection against a variety of pathogenic viral and bacterial organisms which cause 
disease in children, such as gastroenteritis and measles. (Vis et al., 1987:239; Wray 
1978:206-212)
Table 6.5 presents data on the duration of breastfeeding in both study areas. 
More than half of the mothers in Gunung Kidul (59 per cent) reported breastfeeding 
their youngest child between 24 and 3523 months and only 9 per cent reported a 
duration of lactation 36 months or longer. The remaining 32 per cent breastfed their
23For Gunung Kidul heaping of reported duration of breastfeeding occurs. Almost half of the respondent 
(44 per cent) reported ceasing breastfeeding when their babies were aged exactly 24 months. This was the 
age for ceasing breastfeeding recommended by health staff in the area.
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youngest child for less than 24 months. The mean duration of breastfeeding among 
respondents in Gunung Kidul was 24.4 months, slightly higher than that found in other 
studies carried out in and around Daerah Istimewa Yogyakarta, (Hull, 1975:264; Kasto, 
1981:62) but slightly lower than that found in Mojolama (Singarimbun and Manning, 
1974:69) and in another district in Gunung Kidul (Hatmadji, 1990:185). Data on mean 
duration of breastfeeding reported by respondents may be subject to respondents' 
inability to accurately report their duration of breastfeeding. As a check I examined the 
age distribution of babies reported to be still breastfeeding. I found that these 
respondents were able to report accurately. Another explanation of the occurrence of the 
heaping is the breastfeeding campaign in the study area where the health staff suggested 
that women should breastfeed until the baby reached 24 months of age.
When respondents in Gunung Kidul who breastfed for more than 24 months were 
asked the reasons for prolonged breastfeeding, more than half (14 respondents) said that 
they could not bring themselves to stop it and to refuse a crying child. Four respondents 
claimed that it was an easy way to silence crying children and another three said that it 
was good for the health of the child. No one mentioned the contraceptive effect, as 
reported in other studies in the area (Hull 1975:264; Hatmadji 1990:186). No child in 
Gunung Kidul was reported as never having been breastfed.
The mean duration of breastfeeding among respondents in Sumbawa was slightly 
lower than that reported in Gunung Kidul, that is, about 21 months. Of those mothers in 
Sumbawa who breastfed for more than 24 months, twelve said it was because of custom 
or as suggested by their mothers, and the other six said that it was good for the health of 
the child. Three children in Sumbawa were reported as never having been breastfed, one 
because it was not able to suckle and the other two because the mother had no milk.
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Table 6.5: Duration of completed breastfeeding, Gunung Kidul and Sumbawa, 
1988. (Percentage)








36 and over 9 3
Mean (months) 24.4 21.5
Source: Field survey, 1988
Note: * excludes those still breastfeeding (65 respondents in Gunung Kidul and 
62 respondents in Sumbawa)
Table 6.6 presents duration of breastfeeding according to the reasons given by the 
mother for ceasing breastfeeding. The data show two obvious differences between 
Gunung Kidul and Sumbawa. First, thirty-one women in Sumbawa ceased breastfeeding 
because they were pregnant again. Of those, 23 became pregnant and stopped 
breastfeeding before their youngest child had reached 24 months of age, compared with 
only three women in Gunung Kidul. These data confirm the success of the family 
planning programme in Gunung Kidul and its comparative failure in Sumbawa. Second, 
women in Gunung Kidul tended to stop breastfeeding before 24 months. Their reasons 
included that the breastmilk had dried up, that the child had refused the breast, and that 
it had been breastfed long enough. Such reasons have been described as 'doubting 
reasons' by some researchers (Pelto, 1981:199). In Sumbawa only a few mothers fell 
into this category.
181
Table 6.6: Duration of completed breastfeeding by reason for stopping, Gunung 
Kidul and Sumbawa, 1988. (Percentage)*
Duration of breastfeeding (months)
Reasons for
Stopping 0-11 12-23 24 and* N* %
Gunung Kidul
Breastmilk dried up 11 78 11 9 10
Child refused the breast 6 47 47 19 22
Pregnant again - (1) (2) 3 3
Breastfed long enough - 13 87 55 63
Other - (1) - 1 1
N* 2 26 59 87 100
Sumbawa
Breastmilk dried up - (5) - 5 8
Child refused the breast - (3) (2) 5 8
Pregnant again - 74 26 31 47
Breastfed long enough - - 100 18 27
Other 100 - - 7 11
N* 7 31 28 66 100
Source: Field survey, 1988
Notes: * excludes those still breastfeeding (65 respondents in Gunung Kidul and
62 respondents in Sumbawa)
+ Percentage of mothers citing each reason 
- Figures in brackets are raw numbers 
Question asked: Why did you stop breastfeeding
your youngest child?
Analysis of socio-demographic differentials and the duration of completed 
breastfeeding indicated that, in Gunung Kidul, age, education and extra familial
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activities^ of the women, and birth order of the child, were significantly related to the 
duration of completed breastfeeding (Table 6.7a). There was no significant difference in 
the duration of completed breastfeeding by women's migration status or ability to read. 
An explanation of these associations is that the comparatively few children of third, 
fourth and higher birth orders in Gunung Kidul were bom to older women who 
practiced breastfeeding as a traditional child-spacing method. These older^ women 
were mostly women with fewer years of education who had no extra familial activities 
or social activities. I noted that even older women in Gunung Kidul who had four or 
more children seemed to 'hide' from others and avoided involvement in community 
activities because they were embarrassed at the size of their families.
In Gunung Kidul, I found that the Family Planning campaign had been quite 
successful. There was considerable social pressure to have only two children. Several 
women said that the ideal spacing between the first and second child was about five 
years. Eighty-six per cent of women in the survey had only one child under five years of 
age. From free conversation and focus group interviews I noted that women, especially 
younger ones, appeared embarrassed if they had more than two children. During field 
work, I encountered two women aged 29 and 33, one with two children and the other 
three, who had never brought their youngest children (aged two and three years) to the 
posyandu because they felt embarrassed that they were pregnant while they already had 
two and three children and their youngest child was still small. The women told me that 
other women in the neighborhood made jokes about them. The health cadre reported 
that she had tried to persuade these women to attend the posyandu to weigh their 
children and for antenatal care, but failed.
^D efined as all activities that were carried out by the woman outside her house. These includes social 
activities such as arisan, PKK, being health leader, as well as income earning activities.
25Three of the ten older women with large families were practicing Catholics who felt unable to practice 
family planning on religious grounds.
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Table 6.7a: Duration of completed breastfeeding by selected socio-demographic 
indicators, Gunung Kidul, 1988. (Percentage of socio-demographic 
category)
Socio-demographic
Duration of breastfeeding (months)-»-
indicators 0-11 12-23 24 and-i- N* %
Migration Status*^ el
- Migrant - 25 75 12 14
- Return migrant 2 34 64 47 54
- Non-migrant 4 25 71 28 32
Age of respondent a)
- < 20 - 60 40 10 11
- 20 - 24 5 43 51 37 42
- 25 - 29 - 3 96 29 33
- 30 - 34 - 17 83 6 7
- 35 and + - 40 60 5 6
Educational attainment b)
- Some primary 3 27 70 64 73
- Complete primary - 62 38 8 9
- Secondary - 27 73 15 17
Ability to read e)
- No difficulty 2 31 67 55 63
- With difficulties 3 28 69 32 37
- Not able - - - - -
Extra familial activities a)
-Yes 2 24 74 79 91
-No - 87 13 8 9
Birth order of child a)
- One - 25 75 20 23
- Two 5 46 49 41 47
- Three - - 100 15 17
- Four and + - 18 82 11 13
2 26 59 87 100
Source: F^eld survey, 1988
Notes: Excludes those still breastfeeding (65 respondents)
** See footnote 18
^  P< 0.001; P< 0.01; c> P< 0.05 ;
P< 0.10; e' not significant.
+ If this is recalculated using different age group (0-17; 18-23; 24 +) 
the significant level was similar.
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Table 6.7b: Duration of completed breastfeeding by selected socio-demographic 
indicators, Sumbawa, 1988. (Percentage of socio demographic 
category)
Socio-demographic
Duration of breastfeeding (months)^
indicators 0-11 12-23 24 and+ N* %
Migration Status
- Migrant - 61 39 23 35
- Return migrant - 25 75 4 6
- Non-migrant 18 41 41 39 59
Age of respondent b)
- < 20 - 33 67 3 4
- 20 - 24 - 53 47 17 26
- 25 - 29 4 60 36 22 33
- 30 - 34 - - 100 8 12
- 35 and + 37 50 13 16 1
Educational attainmente)
- Some primary 20 40 40 20 30
- Complete primary 9 59 32 34 51
- Secondary - 25 75 12 1
Ability to read e)
- No difficulties 8 50 42 52 79
- With difficulties 15 39 46 13 29
- Not able 100 - - 1 1
Extra familial activities e)
-Y es 12 44 44 57 86
-N o - 67 33 9 14
Birth order of child
- One - 33 67 6 9
- Two - 48 52 21 32
- Three - 25 75 4 6
- Four and + 20 51 29 35 53
N* 7 31 28 66 100
Source: JField survey, 1988
Notes: Excludes those still breastfeeding (62 respondents) and those never
having been breastfed (3 children)
** See footnote 18
*) P< 0.001 ; 0 ) P< 0.01 ; c) P< 0.05 ;
P< 0.10 ; e' not significant.
+ If this is recalculated using different age group (0-17; 18-23; 24 +) 
the significant level was similar.
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In Sumbawa, only the age of the women and the birth order of the child were 
significantly related to the duration of completed breastfeeding (Table 6.7b). Since the 
number of cases was small it is hard to explain this pattem.
Observation and in-depth interviews indicated that in both study areas 
breastfeeding was considered natural. In both areas, babies were breastfed on demand 
and not to schedule. During interviews I observed that babies were carried by mothers 
in a position that gave easy access to the breast. Whenever a baby cried, the mother 
would put her breast to her baby's mouth and take it away only after he/she stopped 
crying. Nursing mothers reported that their youngest children slept with them at night 
and was breastfed whenever it cried.
When I asked one mother of a three-month old girl in Gunung Kidul how many 
times she nursed her daughter during the last twenty-four hours, with a bewildered face 
and then a laugh she answered:
... how many times? wow.. I never counted. It depends on her (referring to 
her daughter). If she is thirsty or hungry she cries and I feed her. During hot 
days, of course, she asks for more. We villagers never have a schedule to 
breastfeed a baby. Whenever she asks for breastmilk, I give it. I know that 
she has had enough when she gumoh (burped). I have seen a small book 
(she mean a leaflet) at the Puskesmas which shows a schedule for 
breastfeeding a baby.26 If I remember, it mentioned that the mother should 
nurse her baby six or seven times (I forget) a day, every three hours. We 
(herself and the other patients) laughed when we read it. How can a mother 
refuse a crying baby and ask the baby to wait until feeding time? haa..haa..
Other women in Gunung Kidul and Sumbawa also gave similar responses to this 
question, showing that mothers in both study areas had no understanding of the very 
western concept of nursing mentioned in the infant and child feeding campaign. The 
campaign comprised two sections. The first consisted of a time schedule and a list of the
^Fortunately I was able to find the leaflet she mentioned and understood what she meant.
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types of foods that should be given to a child in certain age groups; the second 
explained how to prepare these foods (DEPKES RI, 1983). Although a note to the first 
section mentioned that 'if needed, breastmilk can be added', the mothers apparently paid 
no attention to this footnote.
In a group interview in Gunung Kidul with older women (aged 43-52 years), all 
with no children under five years of age, I was told that, traditionally, children were 
breastfed until the woman recognized that she was pregnant (sampai hamil lagi). Some 
women said that, in their generation, it was believed that it was wrong to have sexual 
relations while still breastfeeding, as it would 'pollute' and ruin the mother's milk. This 
belief has also been found by other studies (Hull, 1975:266 ; Hatmadji, 1990: 183).
One woman said that a neighbour had moved to another district and left her 
youngest son with her mother when she knew that she had fallen pregnant while still 
breastfeeding her son. She explained that in those days a woman would feel 
embarrassed if she became pregnant while breastfeeding. She would be insulted by her 
neighbours and considered unable to restrain herself. When I asked about the current 
situation, I was told that many younger mothers had abandoned this practice. Some 
women added that nowadays young mothers only thought of their physical desire for 
their husbands. One woman added that she knew some of the younger mothers had 
abandoned breastfeeding because they thought that breastfeeding would make them 
kempot or peyot (literally meaning 'flat' - referring to an unattractive appearance).
When a group of young mothers (their ages ranging from 23 to 29 years) were 
asked about this matter, most just smiled and looked shyly at each other. After a pause, 
one started to talk and said that health staff suggested that they should breastfeed their 
babies until 24 months of age. This opened up the discussion and one by one they 
started to give their opinions. One woman said:
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..of course we are different. In their time (referring to the older generation) 
there was no family planning programme in this village. To avoid 
embarrassment because of getting pregnant too quickly while still 
breastfeeding, they had to practice abstinence {misah tidur). Now because 
most of us use contraceptives we are more free and are not afraid to have 
sexual intercourse (berhubungan) while still breastfeeding.
Another woman added:
if we practise KB (family planning), we are not afraid of kesundulan 
(getting pregnant during the lactation period). Although when I gave birth 
to my first baby my mother also reminded me not to have sexual intercourse 
during breastfeeding, I could not go along with her advice.
The other added:
Mana tahan (literally 'how could we stand it?' - means how could we stand 
not having sexual intercourse)
After the words 'mana tahan everybody laughed and the interview became more
free and open. One or two women began to unfold their reproductive and family
planning experiences. One woman, whose husband was working in Jakarta, said:
If I did not accommodate his (her husband's) desire, he might find other 
women there (in Jakarta). He comes home only once in three months. How 
could he restrain himself?
One woman whose husband was well known as a tuk-mis (batuke klimis - a 
Javanese word for a man who always has love-affairs with other women), emotionally 
added:
Uhh, that's just like a man , even though he had enough at home, he still 
always wants jajan (literally means 'buying a snack' - an expression for a 
man who always goes to other women, usually prostitutes). After my 
second child was bom, we practiced abstinence for only 40 days; however, I 
heard that within that time he was already having affairs. What would he 
have done if I asked him to sleep alone (misah tidur) and did not go along 
with his wishes, maybe he would already have married again
These two focus-group interviews showed a marked difference in attitudes toward 
abstinence and breastfeeding between older and younger women in this area. Only 49 
per cent of younger mothers (aged less than 25 years) breastfed their children for 24 
months or longer, while 90 per cent of older mothers (aged 25 years and above)
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breastfed their children for 24 months or longer (Table 6.7 a). Similar findings were 
documented by Hull (1985:86) in Ngaglik, Yogyakarta, and by McNicoll and 
Singarimbun (1982:64) who pointed out that:
..there has been some decline in mean duration of breastfeeding, especially 
in the regions where it was traditionally longest (Yogyakarta and Central 
and East Java); postpartum abstinence as a traditional child-spacing practice 
has been declining, in part with the rapidly expanding use of 'modem' 
program-supplied contraceptive techniques and in part with the erosion of 
taboos (formerly strong in Yogyakarta and Central and East Java) against 
resumption of intercourse during breastfeeding...
6.4.3 Supplementary feeding practices
Table 6.9 presents data for both study areas on the age of the youngest child when 
mother introduced supplementary feeding for the first time. Most mothers in Gunung 
Kidul started to introduce supplementary foods when their babies reached two months 
of age. The supplementary foods most commonly reported were mashed banana or 
papaya and rice flour porridge^ . Compared to Hull’s (1977) study, supplementary 
feeding was introduced later in the study area. In the subdistrict of Ngaglik, about 15 
kilometers north of the city of Yogyakarta, Hull found that supplementary feeding 
began earlier: 37 per cent of cases were given supplementary feeding in the first week 
post-partum, and 80 per cent within the first month (Hull, 1977:9).
More than half of the mothers in Sumbawa introduced supplementary food before 
their babies reached one month of age. The mean age of the youngest child when 
supplementary feeding was introduced (0.9 months) was earlier in Sumbawa than in 
Gunung Kidul. More than half of the respondents in Sumbawa who had introduced 
supplementary foods to their youngest children, gave pre-masticated foods as 
supplementary feeding. I observed that the pre-masticated food most commonly given 
was plain rice, as had been reported by mothers (Table 6.10).
^ T h is included prepared infant formula which was reported as bubur tepung (flour porridge)
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When mothers were asked at what age a child should be given solid food^, their 
reactions differed from when they were asked about duration of breastfeeding or when 
they had introduced supplementary food. Many mothers in both study areas did not give 
an exact age for this question. At first, many could only indicate a certain sign or 
occasion, followed by an approximate age such as:
Table 6.8: Age of the youngest child when first given supplementary foods, 
Gunung Kidul and Sumbawa, 1988. (Percentages)




< 1 month - 57
1 month 3 5
2 months 80 30
3 months 14 6
4 months 2 2
Mean (months) 2.1 0.9
Source: Field survey, 1988
Note: * Excludes those not yet introduced to supplementary foods (six in
Gunung Kidul: five aged 2 months and another aged 3 months; and four 
in Sumbawa: three aged 2 months and another age 1 month).
^In the Indonesian language, solid food is literally translated as makanan padat. In pre-testing of the 
questionnaire, some respondents could not understand what was meant by makanan padat. When I 
explained, most of them made spontaneous remarks such as: "... ohh, makanan orang dewasa". For this 
reason, in both study areas the term used for solid foods was makanan orang dewasa (adult food)
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Table 6.9: Age of the youngest child when first given supplementary foods




Age of the child (months)
< 1 1 2 3 4
jf;
N
- Rice flour porridge/ 
prepared formula
G u n u n g  K idu l
63 31 6 49
- Porridge and fruits - 100 - - 1
- Fruits - 5 88 6 - 95
- Prechewed rice - 100 - - 1
- Starch of rice - - - - -
N* - 5 117 21 3 146
- Rice flour porridge/ 
prepared formula
S u m b aw a
12 37 25 25 8
- Porridge and fruits - 33 67 - 3
- Fruits 2 5 85 8 - 39
- Prechewed rice 97 1 - 1 73
- Starch of rice - 50 25 25 - 4
N * 72 6 38 8 3 127
Source: Fjield Survey, 1988
Note: Excludes those not yet introduced to supplementary food (6 in Gunung
Kidul and 4 in Sumbawa)
- Totals may not add to 100% due to rounding.
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Table 6.10: Reasons for introducing supplementary foods according to age










G u n u n g  K idu l
< 1 month - - - -
1 month 20 80 - 5
2 months 33 25 42 117
3 months 91 9 - 21
4 months - - 100 3
*
N 59 35 52 146
S u m b a w a
< 1 month - - 100 72
1 month 33 33 33 6
2 months 34 29 37 38
3 months 87 13 - 8
4 months - - 100 3
*
N 22 14 91 127
Source: Field survey, 1988
Notes: * Excludes those not yet introduced to supplementary food (6 in Gunung
Kidul and 4 in Sumbawa)
Question asked:-Why did you introduce
supplementary food to....(name)?
-Mengapa Ibu memberikan makanan
tambahan kepada...... (nama anak)
Note: the preceding question: While breastfeeding did
you also give....supplementary food?
-Selama menyusui, apakah Ibu juga memberikan 
makanan tambahan kepada....(nama anak)?
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"after ongkok-ongkok (the stage when a baby starts learning to sit),...about 
five months" 
or
"after his/her teeth had appeared, maybe about six to seven months" 
or
"after tedak siti/pedu' humi" (a life-cycle ceremony where the baby's feet 
first touch the ground)^ , that is after seven months
or
"after rambatan" (the stage when the baby is learning to walk).
Some only mentioned the sign and could not recall the age.
After analysing the responses to this question I found that the reported age for the 
particular stages of development varied and, since the development of one child differed 
from another, I could not relate particular stages to fixed ages.
In both study areas the most common event reported by mothers as indicating the 
time they introduced solid food was the appearance of their babies' teeth, usually after 
six months of age. They believed that the appearance of teeth was an indication that the 
baby was ready for solid foods. Mothers who reported giving solid foods earlier, that is 
before six months or before teeth appeared, said that this was because they believed 
their babies were hungry, because solid foods helped the babies sleep well, and because 
solid foods made the babies ginuk-ginuklindul-indul (plump).
Informal interviews and focus group interviews with women in Gunung Kidul 
indicated that nowadays there was social pressure to have a 'fat baby'. During fieldwork 
there, the health cadre proudly reported that one of the babies in the village had been 
chosen to represent the kabupaten in a 'healthy baby' competition at the provincial
^ T his is just a formality. Actually before the ceremony I observed some babies in Sumbawa had crawled 
and touch the ground, although not in Gunung Kidul. Before tedak siti the baby was usually dilendang, 
that is, carried by the mother or other relatives using a selendang (shawl).
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le v e ls  I noticed that this baby became a centre of village attention and a topic of 
conversation among the women. I often heard the health cadre in the posyandu say to 
mothers: 'Look at Bu Siti, she has a healthy baby. You should follow her example'. This 
kind of competition seemed to create pressure on mothers to care for their babies and to 
feed them properly. A similar situation was not observed in Sumbawa.
6.4.4 Feeding Toddlers and Pre-school children
I observed that, in general, children's diets in Gunung Kidul did not differ 
noticeably from adult's diets. The difference was not in quality but in quantity. Most 
toddlers' diets (like those of adults) were largely vegetarian, consisting of rice, tahu 
(soyabean curd) or tempe (soyabean cake) and vegetables. The most common 
vegetables included: gori (young jackfruit), young cassava leaves, spinach, kangkung 
(swamp cabbage leaves), mbayung (snakebean leaves) and tokolan (bean-sprouts). 
However, dried fish and sambal (hot chili relish), which were sometimes consumed by 
adults, were rarely given to toddlers.
As mentioned (Section 6.2.2), most families in the village in Gunung Kidul ate 
two meals a day. Mothers reported that small children also ate only twice a day. 
However, I often saw mothers feed their children outside these meal times. When I 
asked, the usual reasons given were that the children had asked for food, were hungry or 
cranky. Observation indicated that the mother, father or an other relative often carried a 
young child in a shawl tied on his/her shoulder (nglendang) while feeding it. In this 
village, feeding children was not only a woman's job. Many times I observed a man 
feeding his child while his wife was away.
^^This competition was conducted annually at the national level, and the winner received a special award 
from the government
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Observation suggested that the problem of undernourished children in Sumbawa 
was not due to a lack of food or because the mothers could not afford to buy nutritious 
food. It seemed to arise largely because of a lack of supervision of meals and children's 
eating habits. I noticed that many mothers in Sumbawa allowed their children's 
behaviour to dictate how they were treated and what they ate. As soon as pre-school 
children woke up in the morning, they were allowed to play around with no thought 
about meals. When hungry they would run home to ask for money to buy snacks, which 
were readily available. The kind of snacks mostly bought by these children were 
crackers, es mambo (a mixture of unboiled water, strong food coloring and saccharine), 
young mango^, popcorn, berondong (rice bubbles), boiled fresh com, boiled/fried 
fresh cassava and sweets, which provided calories but little nutritional value. Many pre­
school children ate only one meal a day at home, that is, dinner, which was based on 
rice and contained little variety. This lack of attention to pre-school children occurred 
partly because many mothers already had another infant to look after, while others had 
out-door jobs and were absent from home during part of the day. Pre-school children 
were left playing around the compound largely unsupervised for much of the day. 
Mothers seemed largely unaware of any need to pay attention to what their children ate.
Lack of nutritional awareness was also reflected in answers to questions 
concerning feeding practices. When asked what their youngest child had eaten since the 
morning, many mothers replied that they did not know because the child had gone out 
as soon as she/he had awoken. One mother said:
that is children. They never feel hungry if their friends are around. I only 
realize that they have eaten nothing when they masuk angiti (meaning wind 
entered to the body) and vomit. Although I had prepared food for them 
before I left home, they did not even touch it. They always ask for money to 





..especially my eldest son, he never feels hungry. I have never seen him ask 
for breakfast. Usually after playing around, he asks for money for es mambo 
(a mixture of unboiled water, strong food coloring and saccharine). If I don't 
give him money, he cries and rolls over. I can't bring myself not to give it to 
him. Every day, he spends about two hundred to three hundred rupiah on 
snacks.
6.5 Nutritional status of children
Infant and child mortality, as well as growth failure of children, may result from 
protein-calorie malnutrition (Alleyne, 1979:122-132). Protein energy malnutrition is 
most commonly the result of an inadequate intake of food in general, resulting in 
inadequate intakes of energy and protein. Other nutrients required for the utilization of 
energy and protein by the body must also be available in sufficient amounts. The diet 
must therefore be reasonably balanced. Protein energy malnutrition may also be caused 
by infections. The effects of infections includes increased nutrient loses from the body 
that are associated with fever and trauma, and malabsorption of nutrients, as with 
diarrhoea. Most infections cause anorexia and the treatment for many infections 
involves witholding certain foods, thus nutrient intakes are reduced. (Krause, 1969:12; 
Alleyne, 1979:93). In children, some diseases, such as measles and herpes, and soreness 
of the mouth in young infants may lead to inability to suck and failure to feed from the 
breast (Chandra and Newbeme, 1977:47).
The nutritional status of very young children is closely related to the nutritional 
status of the mother, especially to maternal nutrition during pregnancy. As shown in 
Table 6.4 the consequences for her infant of malnutrition in the mother can be 
premature birth, low birth weight and suboptimal neonatal stores such as fat, which 
result in increased frequency and severity of illness, stunting of the physical growth of 
survivors, impairment of mental development, learning and behaviour problems, and 
higher mortality rates (Baumslag, 1985:14; Abbot et al., 1975:3).
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The major nutritional problems among under-five children in Indonesia are 
protein-energy malnutrition, vitamin A deficiency and iron deficiency (Suwama, 
1984:109). To overcome these problems, the Government of Indonesia has established 
various activities to promote better nutrition such as the UPGK programme {Program 
Usaha Perbaikan Gizi Keluarga, or Family Nutrition Improvement Programme). This 
programme employs nutrition volunteers (leader gizi) to teach simple nutritional 
requirements, food budgeting, purchasing and food preparation to needy families and 
also how to grow certain foods such as green-leafy vegetables.
After examining the survey results, I explored the pre-school children's diet after 
weaning, Using the road-to-health growth chart (KMS)^,  the survey indicated 
generally normal growth and progress among children in Gunung Kidul. Only a few 
children fell below the normal line. However, many children in Sumbawa became 
undernourished^ after they reached 24 months of age. In Sumbawa, 32 children aged 
24 months and higher were undernourished as indicated by weights for age below the 
lower line on the chart. Compared to nutritional status of the children in NTB province 
as documented by DEPKES and BPS, nutritional status in the study area in Sumbawa 
was better. In NTB as a whole many children became undernourished before they 
reached 12 months of aged (Tables 6.11 and 6.12).
Tables 6.13 to 6.15 present data on nutritional status of children according to 
socio-demographic indicators of mother, selected characteristics of children and by 
selected environmental conditions. For Gunung Kidul, because the number (cases) of 
undernourished children was very small (3 out of 152 children) statistical analysis can 
not be done. However, the data are presented as they stand.
3^The Indonesian Road-to-Health chart (KMS) uses the Harvard standard with the normal line (shown as 
black dots) at 80 per cent o f the median standard. The red line, based on 60 per cent o f the median 
standard, indicates severe malnutrition.
33 As defined by less than 80 per cent o f median weight for age.
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Analysis of socio-demographic differentials and the nutritional status of children 
indicates that in Sumbawa, the directions of effects tends to be more consistent with the 
theoretical expectation. It was found that among the selected socio-demographic 
indicators of mother, age, education and knowledge of healthy food were significantly 
related to the nutritional status of children. Educational attainment of mother was 
significant at p< 0.001; age of mother and knowledge of healthy food were significant 
at p<0.10. There was no significant difference in the nutritional status of children by 
women's migration status, ability to read and extra familial activities.
Among the selected characteristics of children, birth order, age of child, number 
of under-five children in the house and 'diarrhoea during the last two weeks' as expected 
raised the risk of undemutrition. Among these characteristics, the number of under-five 
children in the house was found to be highly significant as a determinant of 
undemutrition (p< 0.001). It was also found that the incidence of diarrhoea was 
significantly related to high environmental contamination, includeing rearing of 
domestic animals and livestock, human and animal faeces observed around the house, 
and poor drainage or stagnant water observed around the house (p< 0.01). This finding 
suggests that environmental contamination in the study area in Sumbawa affects the risk 
of morbidity which in turn influences the nutritional status of children.
Many of these variables (environment, socio-economic, illness) are interrelated 
and a multivariate analysis controlling for these variables might change the pattern a 
little, but it is likely that the relative importance of these variables would not change.
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Table 6.11: Nutritional status of children under five, DIY and NTB : a




Household Health Survey 
1986a
DepkesR.I and BPS 
1987b
DIY NTB Total2> DIY NTB Total3)
Normal 62.0 58.7 62.0 63.2 42.4 48.7
Mild 28.4 29.9 28.1 31.0 38.5 40.2
Moderate 8.8 9.9 8.8 5.3 15.4 9.8
Severe 0.8 1.5 1.1 0.5 3.7 1.3
Sources: a: Budiarso et al. 1986:67
b: DEPKES R.I & BPS, 1987:47,86,98
Notes: ) Nutritional status in the Household Health Survey 1986 was measured 
by a weight for height index using the CASP program. The reference 
point was the 50th percentile (median) value of WHO standards. 
Nutritional status was classified into four categories: Normal= 90% or 
more of the standard; Mild undemutrition= 80%-89% of the standard; 
Moderate undemutrition= 70%-79% of the standard, and Severe 
undemutrition= less than 70% of the standard. (Budiarso et al., 
1986:66). Nutritional status of the children in the DEPKES R.I & BPS 
publication was determined by weight for age using the Harvard 
standard. Nutritional status was classsified into four categories: 
Normal= 80% or more of the standard; Mild undemutrition= 70 - 
79.99% of the standard; Moderate undemutrition= 60 - 69.99% of the 
standard, and Severe undemutrition= less than 60% of the standard. 
(DEPKES R.I & BPS, 1987:vii-ix).
^  Total for the seven provinces surveyed 
Total for Indonesia
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Table 6.12: Nutritional status of children under five according to age group, DIY
and NTB, 1987. (Percentages)
Age in
Nutritional status^
months Normal Mild* Moderate* Severe* N2)
DIY
0-2 89.8 10.2 _ _ 20
3-5 96.1 - 3.9 - 26
6-8 88.4 11.6 - - 34
9-11 82.9 11.4 5.8 - 35
12-23 62.6 29.5 7.0 0.9 115
24-35 53.0 41.7 4.5 0.8 132
36-47 62.2 31.9 5.0 0.9 119
48-59 51.9 40.9 7.2 - 125
0-59 63.2 31.0 5.3 0.5 606
NTB
0-2 77.9 20.5 1.6 _ 49
3-5 72.8 19.0 4.9 3.3 65
6-8 55.4 32.2 10.5 1.9 55
9-11 41.0 41.4 13.7 3.9 47
12-23 38.6 40.1 14.9 6.3 195
24-35 37.4 41.1 19.0 2.5 212
36-47 38.8 39.3 17.4 4.6 234
48-59 29.5 48.7 19.6 2.2 124
0-59 42.4 38.5 15.4 3.7 986
Indonesia
0-2 69.1 25.1 5.3 0.4 1209
3-5 68.8 23.4 6.3 1.4 1584
6-8 67.3 26.0 4.7 2.1 1487
9-11 58.7 33.6 6.6 1.2 1290
12-23 47.9 40.8 9.4 1.9 6068
24-35 44.8 42.6 11.5 1.1 6713
36-47 45.1 43.1 10.6 1.1 6901
48-59 42.1 46.0 10.9 1.0 5293
0-59 48.7 40.2 9.8 1.3 30545
Source: DEPKES R.I & BPS, 1987:47,86,98.
Notes: D Nutritional status of children in the DEPKES R.I & BPS publication 
was determined by weight for age using the Harvard standard 
(DEPKES R.I & BPS, 1987:vii-ix 
Number of under-five children in the sample households 
* undemutrition
Table 6.13a: Nutritional status of children by selected socio-economic




Nutritional status of children
indicator Normal Undernourished N
2k 2k
M igration Status
- Migrant 100 — 17
- Return migrant 99 (1) 75
- Non-migrant 97 (2) 60
A ge o f  respondent
- < 20 100 — 22
- 20 - 24 97 (1) 79
- 25 - 29 97 (2) 40
- 30 - 34 100 - - - 6
- 35 and + 100 — 5
Educational attainm ent
- Some primary 99 (1) 111
- Complete primary 89 (2) 19
- Complete secondary 100 — 22
A bility to read
- No difficulty 97 (3) 93
- With difficulty 100 — 59
- Not able - — -
Extra fam ilial activities
-Yes 97 (3) 121
-No 100 — 31
K now ledge o f healthy food ***
- Correct knowledge 98 (1) 51
- Partly correct 100 — 71
- No knowledge (5) (1) 6
Source: IJeld survey, 1988
Notes: Nutritional status in this study was measured by the weight for age Z
score using the CASP programme. The cut-off point was -1.50 Z score 
See footnote 18
Q^igures in parenthesis are raw numbers
Excludes those never hear of healthy food (24 
respondents)
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Table 6.13b: Nutritional status of children by selected socio-economic 
indicators of the mother, Sumbawa, 1988. (Percentages)
Socio-economic
Nutritional status of children
indicators Normal Undernourished N
Migration Status**e)
- Migrant 72 28 47
- Return migrant (2) (2) 4
- Non-migrant 55 45 72
Age of respondent d)
- < 20 73 27 15
- 20 - 24 69 31 36
- 25 - 29 49 51 35
- 30 - 34 79 21 19
- 35 and + 44 56 18
Educational attainment a)
- Some primary 24 76 33
- Complete primary 74 26 69
- Complete secondary 81 19 21
Ability to read e)
- No difficulty 62 38 93
- With difficulty 60 40 30
- Not able - - -
Extra familial activities e)
-Yes 62 38 93
-No 60 40 30




- Partly correct 25 75 36
- No knowledge (1) 1
Source: Fjield survey, 1988
Notes: Nutritional status in this study was measured by weight for age Z score
using CASP programme. The cut-off point was -1.50 Z score 
. . .See footnote 18
Excludes those children death (8 children)
P< 0.001 ; d) P< 0.01 ; c) P< 0.05 ;
P< 0.10 ; e) not significant.
() Figures in parenthesis are raw numbers
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Table 6.14a: Nutritional status of children by their selected characteristics,
Gunung Kidul, 1988. (Percentages)
Characteristics
Nutritional status of children
of the children Normal Undernourished N
Birth order
- One 96 (2) 52
- Two 98 (1) 66
- Three and + 100 34
Age o f child (months)
- Less than 6 93 (1) 14
- 6 -  11 97 0 ) 31
- 12-23 100 29
- 24 - 35 98 0 ) 45
- 36 and + 100 33
Number o f BAUT A in the HH
- One 98 (3) 130
- Two 100 22
- Three or more - — -
Diarrhoea during last 2 weeks
-Yes 93 (1) 15
-No 98 (2) 137
Diarrhoea during last month
-Yes 98 (2) 141
-No 91 0 ) 11
Received complete vaccination
-Yes 99 0 ) 122
-No 94 0 ) 18
- Not appropriate yet 92 (1) 12
Source: Fijeld survey, 1988
Notes: Nutritional status in this study was measured by weight for age Z
score using CASP programme. The cut-off point was -1.50 Z score 
0 Figures in parenthesis are raw numbers
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Nutritional status of children* 
Normal Undernourished N**
Birth order c)
- One 83 17 18
- Two 67 33 42
- Three and + 52 48 63
Age of child (months) c)
- Less than 6 95 5 19
-6 -1 1 54 46 22
- 12-23 84 16 25
- 24 - 35 55 45 42
- 36 and + 13 87 15
Number o f BAU T A in the HH a)
- One 79 21 34
- Two 66 34 73
- Three or more (1) 94 16
Diarrhoea during last 2 week b)
- Yes 52 48 73
- No 76 24 50
Diarrhoea during last month e)
-Yes 61 39 121
- No (2) - 2
Received complete vaccination e )
-Yes 67 33 24
-No 58 42 90
- Not appropriate yet 89 11 9
Source: F^eld survey, 1988
Notes: Nutritional status in this study was measured by weight for age Z score
i^ sjing CASP programme. The cut-off point was -1.50 Z score 
Excludes those children death (8 children) 
y  P< 0.001 ; d) P< 0.01 ; c> P< 0.05 ;
P< 0.10; e) not significant.
() Figures in parenthesis are raw numbers.
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Table 6.15a: Nutritional status of children by selected environmental condition, 
Gunung Kidul, 1988. (Percentages)
Environmental
Nutritional status of children
conditions Normal Undernourished N
Floor area per HH 
member (square metres) 
- Less than 15 87 (2) 16
- 15 and more 99 (1) 136
Rearing of domestic 
animals & livestock 
- Within the house
- Close to the house 100 — 65
- Far from the house 96 (3) 49
- Not rearing animal 97 38
Rubbish disposal
- Appropriate places** 98 (3) 152
- Dump in the yard/river — -
Source of drinking water
- Pump 98 (3) 152
- Open well - -
Human & animal faeces 
observed around the house
-Yes 98 (3) 152
- No - -
Poor drainage/stagnant of water 
observed around the house
-Yes 98 (3) 152
-No
Source: Fjield survey, 1988
Notes: Nutritional status in this study was measured by weight for age Z score
using CASP programme. The cut-off point was -1.50 Z score
205
Table 6.15b: Nutritional status of children by selected environmental
condition, Sumbawa, 1988. (Percentages)
----------------------------- :------ *----------Nutritional status of children
Environmental
conditions Normal Undernourished N**
Floor area per HH e) 
member (square metre) 
- Less than 15 59 41 101
- 15 and more 73 27 22
Rearing of domestic 
animals & livestock a)
- Within the house 15 85 52
- Close to the house 75 25 12
- Far from the house 100 - 9
- Not rearing animal 100 50
Rubbish disposal e)
- Appropriate places** 73 27 15
- Dump in the yard/river 60 40 108
Source of drinking water e) 
- Pump 66 34 95
- Open well 46 54 28
Human & animal faeces 
observed around the house a)
- Yes 40 60 68
- No 89 11 55
Poor drainage/stagnant of water 
observed around the house a)
-Yes 43 57 82
-No 100 41
Source: F^eld survey, 1988
Notes: Nutritional status in this study was measured by the weight for age Z
§cjpre using CASP programme. The cut-off point was -1.50 Z score 
Excludes those children death (8 children)
P< 0.001 ; d) P< 0.01 ; P< 0.05 ;
P< 0.10 ; e) not significant.
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6.4 Summary
This chapter describes and analyses the socio-cultural and behavioural aspects of 
foods, feeding and nutrition of children in Gunung Kidul and Sumbawa. It began with a 
description of availability of foodstuffs in the study areas and mother's knowledge of 
foods and healthy foods, followed by a description of beliefs about food, food 
preferences and food consumption for pregnant women and lactating mothers. The 
following section discussed child feeding practices include pre-lacteal feeding, 
breastfeeding, supplementary feeding practices and feeding toddlers and pre-school 
children. Analysis of these factors was related to socio-demographic characteristic of 
the mother. The last part analysed the determinants of nutritional status of children, and 
gave a brief summary of the findings.
Observation indicates that foodstuffs and other produce in the study village in 
Sumbawa were more readily available than in Gunung Kidul. The daily market in 
Sumbawa supplied a large quantity and variety of staple foods, meat, vegetables and 
snacks. Compared to Gunung Kidul, people in Sumbawa had much more choice.
The analysis of socio-demographic differentials and the knowledge of healthy 
food revealed that, in Gunung Kidul, education of women, ability to read, watching 
television and the migration status of the women were significantly related to 
knowledge about healthy foods. This relationship was not found in Sumbawa. Through 
participant observation in the community I was able to find the explanations. Exposure 
to the media campaign and access to information was greater in Gunung Kidul than in 
Sumbawa.
Women in both study areas held similar beliefs about food taboos and food 
preferences for pregnant women and lactating mothers. Although the majority of
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women in both study areas believed that certain foods were taboo for pregnant women 
and lactating mothers, and many of them reported that they had avoided the taboo 
foods, the case studies through participant observation revealed that this reported 
behaviour did not always coincide with the actual practices. The diet recall indicates 
that tape singkong (fermented fresh cassava was forbidden for both pregnant and 
lactating mothers, but, I observed that those mothers who reported that they had avoided 
those foods, ate them when I offered them.
Investigation of child feeding practices indicated that pre-lacteal feeding and early 
supplementary feeding existed in both study areas, but was much more prominent in 
Sumbawa. This practices, particularly pre-masticated pre-lacteal feeding which was 
common in Sumbawa, was expected to have a negative effect on the health and 
nutrition of children for several reasons. It may affect the digestive system of the baby, 
reduce the mother's milk supply and, importantly, may expose the baby to greater 
danger of transmission of particular communicable diseases which were still endemic in 
the area.
Analysis of the nutritional status of children shows that only a few (three) 
children in Gunung Kidul were undernourished. By contrast, many children in 
Sumbawa were undernourished. It was found that among the determinants of 
undemutrition in Sumbawa, maternal education, age, and knowledge of healthy food 
were significantly evident. In addition, characteristics of children (birth order, age, 
number of under-five children in the house and incidence of diarrhoea) and 
environmental contamination such as rearing of domestic animals and livestock, human 
and animal faeces observed around the house and poor drainage or stagnant of water 






This concluding chapter has three objectives. The first is to review the results of 
this study based on the objectives mentioned in Chapter 1, and based on the application 
of the Mosley and Chen conceptual framework to the study of child survival. The 
second is to evaluate the quantitative-qualitative approach to the study of child survival. 
The final objective is to discuss the policy implications of this study and its implications 
for future research.
The Sumbawa case study presented in this thesis reflects conditions in other 
places in Indonesia, particularly in areas outside Java. It also represents a community 
that can be classified as "forgotten" in the colonial and modem periods as well as a 
community where the position of women is not as strong as in Java.
The Gunung Kidul case study, by contrast, reflects a community that can be 
classified as a community which has the advantage of being close to the central 
government where communication on management matters was easier. Further, this 
community also reflects a community where the culture was compatible with the 
centralized government approach, and where the role and status of women was 
comparatively favourable.
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7.2 The study results: the Application of the conceptual framework to the study of
child survival.
The quantitative analysis of the 1980 census data found that, for each of the 
indicators used to describe socio-economic and environmental conditions, Daerah 
Istimewa Yogyakarta was more advanced than Nusatenggara Barat. Within the more 
developed province of Daerah Istimewa Yogyakarta, the least developed kabupaten of 
Gunung Kidul had similar socio-economic conditions to those in the province of 
Nusatenggara Barat as a whole, but a low infant mortality rate of 55 per thousand live 
births. Within the poorer province of Nusatenggara Barat, the more developed 
kabupaten of Sumbawa, Dompu and Bima had similar socio-economic conditions to 
those in the province of Daerah Istimewa Yogyakarta as a whole, but high infant 
mortality rates of 153, 165 and 168 per thousand live births, respectively.
The quantitative analysis found it difficult to separate the effects of maternal 
factors, including woman’s age and parity, on the survivorship of children. In both 
provinces, parity increased with mother's age and the survivorship ratio of children 
generally decreased with the increasing age of mothers. In both provinces, the highest 
survivorship for children occurred for mothers aged 25-29 then declined to ages 45-49. 
Further, as would be expected, the older age of mothers was associated with higher 
parity and thus lower survivorship of children. This supports the common finding in the 
literature that higher parity children are at greater risk of death (Rutstein, 1983:74, 
Utomo et al., 1986:497)
Comparing the two provinces, the negative effect of parity on the survivorship 
ratio of children was greater in Nusatenggara Barat than in Daerah Istimewa 
Yogyakarta. The survivorship ratio of children in Nusatenggara Barat was lower, even 
taking into account the higher parity in Sumbawa. It could be argued that this was 
because of the socio-economic advantages of Daerah Istimewa Yogyakarta compared to
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Nusatenggara Barat, but this argument then fails to explain the case of Kabupaten 
Gunung Kidul. Gunung Kidul was a poor and backward area in the province of Daerah 
Istimewa Yogyakarta which, until the early 'seventies, often suffered from periodic 
famine, and where women had a lower average level of completed education, yet the 
survivorship ratio of children was higher than the provincial average.
These unusual patterns raise two different questions. First, why is the survivorship 
ratio of children high in an area such as Kabupaten Gunung Kidul?. And second, how 
do the identified demographic and socio-economic factors operate to influence the 
survival of children?
Because of the inherent nature of census data, which provide only limited and 
simple variables to study the complex factors influencing child survival, a 
complementary micro-level and qualitative study was indicated.
The micro-level study was conducted in one village in each province. In order to 
select villages reflecting the major socio-economic and ecological systems present in 
the kabupaten under study, a village located in the administrative centre of the 
kecamatan (district) outside the ibu kota kabupaten (regency capital) was chosen. Such 
villages have similar and comparatively good access to government health, education 
and economic facilities (such as the Community Health Centre (puskesmas), public 
school, market, etc.), as well as to public transport and roads linking the district to the 
regency capital. Each study gathered qualitative and quantitative data through 
participant-observation, interviews with key informants, focus-group interviews with 
small groups of women and community leaders, and conducted a survey of mothers of 
children under five years of age. Although the villages studied were selected in a 
purposive manner to reflect the range of socio-economic and ecological patterns present 
in the kabupaten, the mothers were selected at random in order to avoid systematic bias. 
However, they are not statistically representative of any meaningful population.
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To understand the various mechanisms producing child survival, this study 
adopted the Mosley and Chen framework (Mosley and Chen, 1984:25-45), and 
emphasized the influence of knowledge, attitudes, and beliefs which might determine 
behaviour with respect to health care, preventive care and disease treatment. It focused 
on three of the five groups of proximate determinants: personal illness control, 
environmental factors, and nutritional factors.
The micro-level study found that factors determining differences in child 
survival * in both study areas operated at all levels, particularly at the community and 
individual levels.
At the community level, the availability of infrastructure facilities, services and a 
larger quantity and variety of foodstuffs and other produce per se do not necessarily 
result in the better health and nutrition of the children. Both study areas theoretically 
have access to the same level of services. Health centres had operated in the two study 
areas since the early 'fifties (they were previously known as poliklinik). The health 
services and activities offered by the puskesmas (community health centre) was similar 
in each area (as noted in Chapter 4). Although at the districtAdllage level, the physical 
infrastructure (such as puskesmas , public schools, the market, telephone, electricity and 
water) was better in the study village in Sumbawa^, and, the range of foodstuffs and 
other produce available in the study village in Sumbawa was larger compared to 
Gunung Kidul, the nutritional status of children in the study village in Gunung Kidul 
was better.
^In the village studies this was represented by the nutritional status of children
^In the study area in Sumbawa, the puskesmas offered dental and in-patient services. 
Most of the hamlet had access to water and electricity facilities, and a senior secondary 
school (SMA) within the district. In the study area in Gunung Kidul the puskesmas did 
not provide such services. Only one hamlet had electricity facilities and there was no 
SMA in the district.
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The qualitative approach adopted in the village studies, which focused on the 
subjective experience of the people in the community through participant observation, 
in-depth interviews and focus-group interviews, enabled me to explore the phenomena 
and understand the mechanisms operating at the micro-level. As reported in Chapter 4 ,1 
found that, at the community level, community leaders and institutions and 
organizations were important in explaining the differences in child survival in the two 
communities. In Gunung Kidul, cooperation on the part of the population and the 
stimulating effect of the presence of community activities, particularly women's 
activities organized by a a few women with more education, played a vital role in 
influencing women's more positive attitudes toward health-related care, and in 
mobilizing and involving the majority of less- educated women in the health programs. 
In Sumbawa, by contrast, women's activities were seriously hampered by the lack of 
grassroots organizations among women. Socio-cultural factors in Sumbawa were not 
conducive to women's participation in, or access to, community activities. It is of course 
difficult to obtain quantifiable information on these characteristics. However, the key 
role of community leaders in the success of development programmes in kabupaten 
Gunung Kidul was also documented by Hatmadji (1990:199), who pointed out that:
In the case of kabupaten Gunung Kidul, one of the outliers among the kabupaten, 
the ideal of the classical Javanese kingdom remains powerful, and the non­
contractual relationship between the people and the local civil authorities, from 
head of hamlet up to head of kecamatan, is quite prominent; even religious 
leaders in this area respect these authorities. The program personel therefore 
could concentrate on giving information to the villagers.
In addition to the role of women, community leaders and community institutions 
and organization, three other factors contributed to the differences in child survival in 
the two communities. First, the historical experience of colonial and post-independence 
health programmes in Java continued to influence behaviour and attitudes in Gunung 
Kidul. The role of public health education programmes in Java, which had awakened in 
the people a permanent interest in hygienic habits, had no equivalent in Sumbawa. 
Observation and analysis suggests that environmental contamination was one of the
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most important factors affecting the health and nutritional status of children surveyed in 
Sumbawa, but it was less important in Gunung Kidul (Table 6.16).
A second factor was the role of migration, particularly women's previous 
migration experience, in Gunung Kidul. The unique influence of the migration of 
women with less education to the city was observed only in Gunung Kidul, which had a 
long history of out-migration, especially the migration of women to Jakarta, where 
many had been employed as domestic servants in more affluent (and modem) 
households. This migration to the city, and the associated experience of a different way 
of life, created demands for a 'better life' and influenced their attitudes towards health- 
related care.
A third important factor was public education and information on immunization 
and health-related care through the media, posters and other printed material, some in 
local languages, which were widely available in Gunung Kidul but less apparent in 
Sumbawa. Public education and the dissemination of information affected mother's 
attitudes toward health-related care, which in turn affected the health of their children.
At the individual level, I found that women's knowledge and beliefs about disease 
causation, knowledge and practice of preventive care for their children and knowledge 
about healthy foods and child feeding practices were vital influences on the survival of 
their children. In the Mosley and Chen framework these represent personal illness 
control and nutritional factors.
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Personal illness control
Women in both study areas held firmly-established beliefs about diseases in 
children, their origin, prevention and cure, as well as a terminology for specific diseases 
which differed from that used by health staff (who used Western medical terms). 
However, the effect of the government health education campaign on these beliefs and 
associated practices was more prominent in Gunung Kidul, as indicated by the 
widespread use of oral rehydration therapy (ORT) to treat childhood diarrhoea and the 
fact that not one mother there reported supernatural powers or black magic as a cause of 
diarrhoea (Diagram 5.1 and Table 5.5a).
Compared to Sumbawa, I found that women in Gunung Kidul asserted more 
power and control in the care-seeking process (as reflected in the two case studies 
presented in Chapter 5). In Gunung Kidul I observed that in many cases of childhood 
illness all decisions from the identification and evaluation of symptoms through to 
ultimate contact with the medical-care provider, were made by the mother or other 
women. In Sumbawa, although initial identification and evaluation of symptoms were 
usually carried out by the mother or other women, the final decisions regarding the type 
of treatment and contact with the medical care provider were more often made by the 
father or another older male in the household. The exceptions occurred only where a 
female medical-care provider, such as a nurse or midwife, was to be contacted.
Data on immunization coverage and the reasons for not receiving each type of 
vaccine showed that the percentage of children who had first contact with the 
immunization programme (as indicated by receipt of BCG vaccine) in Gunung Kidul 
was more than triple the percentage in Sumbawa (Table 5.14). Eighty per cent of 
children in Gunung Kidul were fully immunized, compared with only 18 per cent of 
children in Sumbawa. In addition to the reasons given by the mother for her child not 
being vaccinated (Table 5.14), participant-observation and in-depth interviews obtained
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more detailed contextual information on failure to obtain immunization. Among the 
most important factors influencing immunization coverage were the negative effects of 
the family planning programme in Sumbawa, and the positive role of health cadres and 
women's migration in Gunung Kidul. (The last two have been discussed).
In Gunung Kidul, the family planning programme was not a sensitive issue. Most 
women were proud to be members of the 'KB lestari’ group (meaning that they had used 
contraceptives for five years or more), and three of these publicly acknowledged that 
their youngest children had received a government scholarship as a result. By contrast, 
the family planning programme was a very sensitive issue in Sumbawa. Among the 
people, especially women, there was a very strong negative association between health 
programmes and family planning. Rumour and gossip circulated that if a mother 
attended the clinic or posyandu (health post), they might be forced to accept an IUD. 
Many women told me that they were afraid to attend the posyandu because they might 
be forced to adopt family planning.
The importance of some of the factors discussed above are unmeasurable in 
quantitative terms. Yet, in many cases they acted as critical barriers to the adoption of 
health measures and related activities which aimed to improve child survival in 
Sumbawa.
Environmental contamination
Quantitative data from the official village statistics, and observation of 
surrounding areas such as the place of defecation, location of domestic animals and 
disposal of rubbish conducted after each interview, revealed that in terms of exposure to 
infectious agents, the physical environment of the study area in Sumbawa was inferior 
to that of Gunung Kidul.
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Village statistics recorded that of 565 houses in the village in Sumbawa, only 40 
(7 per cent) had lavatory facilities. In one hamlet of 222 houses only 2 owned a 
lavatory. Most people defecated in the river, gutter or the yard around the house. 
Quantified observations and the survey confirmed this impression (Table 3.4). I 
observed that rubbish was thrown in the river or dumped indiscriminately in and around 
the village.
Many families in this village raised horses, cows, goats, chicken and ducks. The 
horses and cows were stabled underneath the main dwelling area (the houses were built 
on stilts or pilings), while goats chickens and ducks roamed freely in and around the 
house. Human and animal waste was often seen in houses or the surrounding yards, and 
human waste was often consumed by the family dog, chickens or ducks, contributing to 
the cycle of parasitic and disease transmission. Analysis of environmental conditions 
and the nutritional status of the children indicated that rearing domestic animals and 
livestock, human and animal faeces around the house and, poor drainage resulting in 
stagnant water around the house, were significantly related to the incidence of diarrhoea 
and poor nutritional status of children.
Nutrient deficiency
In this study, data on child feeding practices were obtained from a survey and 
from observation. In all families studied, the eating habits of children were investigated, 
particularly the diet of babies and under-five children. The study also gathered data on 
the availability of foodstuffs in the study areas, women's knowledge of foods and 
maternal diet during pregnancy and lactation.
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The nutritional status of the children in this study was measured by weight for age 
Z scores using the CASP programme. The cut-off point considered as undernourished 
was a -1.50 Z score. Using this definition, three out of 152 children in Gunung Kidul, 
and 47 out of 123 children in Sumbawa were undernourished. In the Mosley and Chen 
framework, this poor nutrition represented growth faltering. Poor nutrition of living 
children was associated with high infant mortality in Sumbawa.
Two aspects of child feeding practices seemed especially detrimental to child 
survival in Sumbawa. The first was the practice of prelacteal feeding. The second was 
the casual attitude towards feeding toddlers and pre-school children. Prelacteal feeding 
following birth was common among both Samawa and Sasak mothers. Most mothers 
did not breastfeed their babies during the first three days after birth but gave their new 
bom babies premasticated rice, or pre-chewed banana dripped from from the mother's 
finger into the baby's mouth. Prelacteal feeding of pre-chewed foods occurred not only 
because mothers considered colostrum to be bad and harmful for babies, but also 
because they believed that feeding pre-chewed foods would make babies grow strong 
and close to their mothers.
The health staff found it difficult to convince mothers not to feed their babies pre- 
chewed food because of the strong belief that this practice would bring mothers and 
their babies closer. In polygamous Sumbawa, it was extremely important for a mother 
to establish close ties with her children because her children might become her only 
emotional and financial support.
In Sumbawa, prelacteal feeding often merged with supplementary feeding. Very 
young babies continued to be fed small quantities of pre-masticated food, although most 
of their nutritional needs appeared to be obtained from breastmilk.
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At least three negative health consequences from this practice were identified: a 
strain on the babies digestive systems; reduced mother's milk supply, due to weak 
stimulation by the babies' suckling; and, the small amount of food given, which was 
unlikely to contribute to the infant's nutrition, was probably sufficient to cause a health 
hazard. In particular, as tuberculosis was still endemic in Sumbawa, babies fed 
premasticated food were increased risk of picking up the tuberculosis bacillus from their 
mothers. Pathogens for Hepatitis B, diarrhoea and other diseases were also probably 
transmitted by this means.
My study suggests that the problem of undernourished toddlers and pre-school 
children was not due to a lack of food availability, or because the mothers could not 
afford to buy nutritious food, but a consequence of lack of supervision of meals and 
children’s eating habits, where children tended to choose foods and snacks with low 
nutritional quality
7.3.The Importance of a Quantitative-Qualitative Approach in the Study of Child
Survival
The discussion in Section 7.2 points to the value of combining quantitative and 
qualitative approaches in studying the complex phenomenon of child survival. Through 
combining the approaches, a broader perspective of child survival is achieved, bringing 
better understanding of this multi-dimensional phenomenon.
Two important elements in my research were made possible by the combination 
of these two approaches. First, the quantitative approach allowed me to establish the 
overall context of the determinants and correlates of child survival, to which the 
qualitative part of the study could then be related. The quantitative approach was 
effective for comparing child survival at both macro and micro levels, for collecting 
basic information on the population, establishing the distribution of associated variables
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and identifying patterns of child survival. Through this approach, for example, I was 
able to establish that the negative effect of parity on the survivorship ratio of children 
was greater in Nusatenggara Barat than in Daerah Istimewa Yogyakarta, while the 
survivorship ratio of children in Nusatenggara Barat was lower, even when taking into 
account the higher parity in Sumbawa. Although quantitative methods enabled me to 
identify these relationships, they were unable to explain why they occurred.
The second element of my study utilised a qualitative approach, to examine the 
underlying reasons for the particular demographic phenomenon identified by the 
quantitative analysis. This required insights into behaviour and the human problems 
faced by the communities studied. The kind of understanding required could only be 
obtained by employing a qualitative approach through participant-observation and 
lengthy in-depth interviews with a small proportion of the families studied. Only 
participant-observation in the community could provide a holistic and multi­
dimensional understanding of how and why the infant mortality rate was low in an area 
such as kabupaten Gunung Kidul, and where women had a lower average level of 
completed education, and how and why the infant mortality rate was high in the 
relatively better-off area of Sumbawa.
7.4 Policy Implications
This section outlines some of the major problems confronting the survival of 
children, particularly in Sumbawa. The crucial elements of child survival identified by 
this study were :
(1) The role of cultural factors. To an important extent the child survival differences 
between the two study areas could be explained in terms of cultural factors 
(community cooperation, acceptance of 'modem' attitudes) favouring child health 
and nutrition in Gunung Kidul and cultural factors (attitudes towards child
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and nutrition in Gunung Kidul and cultural factors (attitudes towards child 
feeding, women having a less chance to make decisions) hindering child survival 
in Sumbawa.
(2) The role and status of women. In Gunung Kidul the position of women was 
comparatively favourable. In their home, they had control over household assets 
and expenditure, while in the community they were able to express their opinions 
freely and compete with their male counterparts in village life. Women's 
organizations and their activities were conspicuous in the study village in Gunung 
Kidul. By contrast, in Sumbawa, I did not see evidence of such activities. After 
Gunung Kidul, the lack of women's grassroots organizations in Sumbawa was 
quite noticeable.
(3) The pattem of physical settlement. To some extent the child survival differences 
between the two study areas could be explained in terms of the difference in 
environmental sanitation, housing conditions and arrangement. In Gunung Kidul 
lavatory facilities were available and used in most houses, a sufficient space 
within the neighborhood and within the house which had no equivalent in 
Sumbawa.
(4) Child feeding habits, attitudes and practices. This includes the practice of pre- 
lacteal and pre-masticated feeding, and an ignorance of the need for food with 
good nutrition content for children. Although it was prevalent in Sumbawa, to 
some extent in Gunung Kidul there was an awareness of need for nutritious foods.
With respect to the role of culture, marked differences exist among the diverse 
cultures and regions in Indonesia, not only between Sumbawa and Gunung Kidul. The 
positive role of culture in Gunung Kidul and the neutral, if not negative, role of culture 
in Sumbawa was not simply a matter of cultural differences. More important was the
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fact that health and other community programmes in Gunung Kidul originated from 
Javanese culture and were both compatible with, and integrated into, the local 
(Javanese) culture. By contrast, the same programmes in Sumbawa remained essentially 
Javanese in term of their cultural assumptions and orientations, although Sumbawa was 
not a Javanese culture. Programmes, including health programmes, that are designed 
without taking sufficient account of prevailing cultural practices are unlikely to 
succeed. The TBA (traditional birth attendant) training programm, described in Chapter 
4 section 4.4.2, is an example. Had the programme take into account prevailing beliefs 
that metal should not contact the umbilical cord, it might be more effective to distribute 
sterilized bamboo rather than scissors. Health programmes designed for, and successful 
in, Daerah Istimewa Yogyakarta or other places (especially in Java), will not 
automatically be suitable for NTB or other places, especially outside Java.
Therefore, health programmes which have strong vertical linkages to the central 
administration should not be specified in such detail that they cannot be adapted to local 
situations. The Government needs to both permit and encourage the lower levels of the 
health administration (KANWIL Kesehatan or KANDEP Kesehatan) to adjust 
programmes to suit their particular areas.
The role of women is also related to the importance of culture. The role and status 
of women in Sumbawa was not as strong as the role and status of women in Java. 
Mobilizing people to participate in health and development programmes in Sumbawa 
required the effort not of women, but of 'respected' men. Yet, the health programme, 
working on Javanese assumptions, continued to work through women and rarely 
involved men. Policy makers need to both promote the role and status of women in 
areas like Sumbawa, and adapt programmes to the cultural realities in these 
communities, at least in the short-term.
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The third and the fourth issues are culturally-rooted problems and concern people 
rather than numbers. To improve the physical environment of a community (eg. water 
supply, crowding and sanitation) it is relatively straightforward for governments to 
provide appropriate facilities (for example, through kampung (village) improvement and 
samijagcr* programmes). It should not be assumed, however, that by achieving a one 
hundred per cent target for installation of lavatory facilities that this will solve the 
problem of sanitation. People will not use such facilities if they do not feel it is to their 
advantage. They may also choose not to use such facilities for a number of cultural 
reasons which may not always be obvious to those responsible for implementing such 
programmes.
Activities aimed to promote positive attitudes and behaviour in terms of health 
(which do not always coincide with what people believe) should also take into 
consideration people as a group of individuals (who have their own values, beliefs and 
wisdom). People can not be driven to change attitudes and adapt behaviour if this is not 
consistent with their feelings, beliefs and wisdom. The current unsatisfactory 
achievement in health development programmes (unsatisfactory in terms of impact and 
effect, not in terms of numbers and targets) is, however, partly attributable to the 
programme designers and planners ignoring the prevailing culture in a way which is not 
flexible or responsive to the wide cultural diversity across the many islands. It is 
important to understand people's feelings, beliefs and wisdom before implementing any 
programme.
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Abbreviations and Glossary
In the text, all foreign words (Indonesian, Javanese, Samawa and Sasak) have 
been translated in English. However, this glossary can be use for quick reference to 
repeated words.
Aik mati literally 'dead' water
Aik nyet fresh water
Arisan a rotating credit fund run by 
neighborhood women
Bakul petty traders
Balita (Bawah Lima tahun) under five years 
of age
Bappenas {Badan Perencanaan Pembangunan 
National) National Development 
Planning Board
Belekan Inflamed eye disease
Bidan Midwife
Bimas (Bimbingan massal) mass guidance 
program
BKIA {Badan Kesejahteraan Ibu dan Anak) 
maternal and child health centre
BKKBN {Badan Koordinasi Keluarga Berencana 
Nasional) National Family Planning 
Co-ordinating Board




Camat, Bupati appointed officials at head of kecamatan 




community health insurance schemen
D asaw ism a ten households
D aun singkong cassava leaves
D edel m erah diarrhoea w ith red blood
D edel pu tih diarrhoea w ith white blood
D EPK ES (D epartem en K esehatan) M inistry o f 
H ealth
D esa village
DIKES (D inas K esehatan ) an autonom ous 
provincial or regional health office, 
part o f  the provincial governm ent
D IY (D aerah Istim ew a Yogyakarta ) The 
Special Territory o f Y ogyakarta
D ukuh ham let (in Java)
D ukun traditional healer in Java
D ukun beranak traditional birth attendant
E m pat seha t lima 
sem purna
'four are healthy (eg.staple foods, 
protein foods, vegetables and fruits) 
and five are perfect (eg. milk)
G aplek dried cassava root
G BH N {G aris-garis Besar H aluan N egara) 
Broad O utlines o f State Policy
G entong a w ater container m ade o f clay
G orengan fried snacks
G otong royong m utual self-helf
Gubug sub ham let in N usatenggara B arat
IAIN {Institut Agam a Islam  N egeri) Islam ic 
Institut
Ibu  kota capital city
INM AS (Intensifikasi m assal) mass 
intensification program m e
Ikan asin dried salted-fish
IKIP {Institut Keguruan Ilm u Pendidikan) 
Teachers' College
IM R Infant M ortality Rate
IUD intrauterine device
Ja ja n snacks
Ja m u traditional herbal m ixtures
Ju rim (Juru  im m unisasi)  im m unization 
technician
K a b u p a ten regency, o r sub-provincial 
adm inistrative district
K a d er  g iz i nutrition cadres
K a ca n g  p a n ja n g snake-bean
K a ca n g  to lo sm all red beans
K a d er  keseh a ta n health cadres
K andep M inistry o f H ealth ka b u p a ten  office
K arang ham let in Sum baw a
KB (K elu a rg a  B eren ca n a )  Fam ily Planning
K ebun garden
K eca m a ta n subdistrict o f  the ka b u p a ten  or 
ko ta m a d ya
K elon tong sm all wares
K esu n d u la n getting pregnant during lactation 
period
KIA (K eseha tan  Ib u  dan  A n a k)  m aternal and 
child  health
K o ta m a d ya m unicipality, having the same 
adm inistrative status as a ka bupa ten
K ue-kue hom e m ade snacks
M a d ra sa h Islam ic schools
m a kanan  berg iz i nutritious foods
rtiakan seh a ri-h a r i every day foods
m akanan  seh a t healthy foods
M antra prayer
M antri param edic
M antri W S m antri o f w ater and sanitation 
(in the colonial periods)
M ataram capital province o f  N usatenggara 
Barat
M ie  b a kso nodle and m eatball soup
N a s i rice
N a s i ca m p u r rice m ixed with o ther dishes
N a s i g u d eg rice m ix w ith a dish m ade o f 
jackfru it
N a s i g u r ih rice cooked in coconut cream
N a s i keb u li rice boiled w ith chick-peas
N a s i p e c e l rice w ith various vegetables m ixed 
w ith
spicy peanut sauce
N a s i ku n in g yellow  rice
N d u la n g i feed
NTB {N usa tenggara  B a ra t)  W est 
N usatenggara
O rd e  b a ru new  order goverm ent
P a h a la rew ard from  the god
P eka ra n g a n the yard around the house site
P em d a (P em erin tah  D a era h ) local goverm ent
P a n ta n g forbidden/prohibited
P a p a h pre-chew ed food
P ile k to have a cold
PK K {P end id ikan  K ese ja h tera a n  K e lu a rg a ) 
Fam ily W elfare M ovem ent
PK M D {P em bangunan  K eseh a ta n  M a sya ra ka t 
D esa )  V illage C om m unity H ealth 
D evelopm ent Program m e
P o kb a n g {K elom pok p en im b a n g a n )  w eighing group
P o sya n d u (Pos pelayanan terpadu) integrated 
service post (for health services)
P ro kesa (p ro m o to r  keseha tan )  village-level 
health workers
2 4 4
P u skesm a s {P usa t K eseh a ta n  M a sya ra ka t)
com m unity
health centres
R ep e lita (R encana  P em b a n g u n a n  L im a  T ahun)  Five 
Y ear D evelopm ent Plan
R p R u p ia h -Indonesian unit o f  currency
RSUP {R um ah S a k it U m um  P usa t)  the general 
central hospital
R u a n g  kese ja h tera a n  
ke lu a rg a
fam ily w elfare program m e
S a m a w a the ethnic group from  Sum baw a island
Sanro traditional healer in Sum baw a
S a sa k the ethnic group from  Lom bok island
S a ra p a n breakfast
SD {Sekolah  D a sa r)  prim ary school
S e la m a ta n cerem onial-religius m eals
S in gkong cassava
SM A {Sekolah  M en en g  a h  A ta s)  senior 
secondary school
SM P {Sekolah  M en en g a h  P erta m a ) jun ior 
secondary school
SP {Sensus P en d u d u k ) population census
S p ira l IUD contraceptive
Su p  as Intercensal Survey
Su sen a s N ational Social and Econom ic Survey
T ahu soyabean curd
T a m a n  g iz i nutritions' garden
T ape sin g ko n g ferm ented fresh cassava
T eg a l(a n ) dry fields
T em pe soyabean cake
T eri anchovy












stapple food made of pounded dried 
cassava root
medical retailer
United Nations Children's Fund





capital regency of Gunung Kidul
integrated service (for health 
service)




M ethod o f C onstruction  o f th e  E conom ic S tatu s Index
The economic status index was constructed on the basis of the 
following components:
Points
1. H ou sin g  Condition^*:
a. Main material of walls
- Concrete, stone, brick or wood 5
- Bamboo or other 1
b. Main material of roof
- Concrete, wood 5
- Alumunium, asbestos, tile 3
- Palm-fibre, leaves 1
c. Main material of floor
- Tile, cement, wood 5
- Bamboo, earth 1
2. O w nership  o f R adio and Television:
- Television and radio 5
- Television only 3
- Radio only 1
- None 0
Maximum possible points 20 
Minimum possible points 3










1 The method of construction of the index also take cultural background into 
consideration. Traditionaly people in many areas in Indonesia, particularly 
outside Java, built their houses on wooden stilts, which in my opinion was 
not inferior to modern houses. In this index, a house with wood as a 
material for walls and floor has similar points to a house with brick or 
concrete walls and floor.
2 4 7
M ethods o f  C on struction  o f th e  E nvironm ental 
C on tam in ation  In d ex
The environmental contamination index was constructed on the basis 
of the following components:
Points
1. F loor-space per m em ber o f  H ousehold:
- Less than 7 sqm 1
- 7 sqm - less than 15 sqm 2
- 15 sqm or more 3
2. Sou rce o f D rinking W ater
- Tap water, borewater 3
- Well, spring, rain water 2
- River 1
3. L avatory facilitie s
- Own lavatory with septic tank 3
- Own lavatory without septic tank 2
- Others 1







3 -4  
5 -7  
8 - 9
 ^It is important to note that this index was somewhat arbitrary and should 
be judged with reservation. The available information and the definition 
used in the census data particularly in terms of lavatory facilities, may have 
lead to the loss of important information
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Appendix B2
Supplementary Tables to Chapter 2
Table B2.1: Percentage of Households According to 
Lavatory Facilities for Each Kabupaten 




WITH SEP- WITHOUT OTHERS
TIC TANK SEP.TANK
KABUPATEN
LOMBOK BARAT 5.7 3.5 90.8
LOMBOK TENGAH 1.1 2.1 96.8
LOMBOK TIMUR 1.3 1.3 97.4
SÜMBAWA 5.2 1.8 93.0
D 0 M P U 3.9 4.2 91.9
B I M A 4.3 10.2 85.5
NUSATENGGARA BARAT 3.2 3.3 93.5
KULON PROGO 5.5 57.3 37.2
B A N T U L 13.2 20.6 63.2
GUNUNG KIDUL 0.8 63.6 35.6
S L E M A N 10.4 8.8 80.8
YOGYAKARTA 33.9 14.5 51.6
D . I . YOGYAKARTA 11.6 31.7 56.7
Source:
NTB: Calculated from Census Report 
Series S, No 17 Table 49.3
DIY: Calculated from Census Report 
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Supplementary Tables to Chapter 6
Table B6.1: Average daily per capita consumption of calorie by
items of food, DIY, NTB and Indonesia, 1987
Items of food D I Y N T B Indonesia
Cereals 976.05 1382.82 1245.03
Cassava 111.64 80.86 104.60
Fish 5.63 35.94 34.16
Meats 16.27 14.54 17.91
Eggs and milk 28.07 10.49 22.35
Vegetables 51.11 37.49 40.10
Nuts and legumes 77.89 37.11 45.77
Fruits 40.40 26.94 39.49
Miscellaneous food items 350.65 211.64 302.30
Prepared food 6.39 2.85 6.80
Alcoholic beverages 0.09 0.06 0.13
Tobacco, betelnut - - -
Total of food 1664.19 1840.74 1858.64
Source: BPS, 1987:59,83,89 (Table 2)
Note: Consumption of calorie and protein are calculated by using
'Daftar Komposisi Bahan Makanan", Directorate of Nutrition 
Ministry of Health, Jakarta.
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Table B6.2: Average daily per capita consumption of protein by
item s of food, DIY, NTB and Indonesia, 1987
Item s of food D I Y N T B Indonesia
Cereals 18.73 26.41 24.14
Cassava 0.78 1.04 0.93
Fish 1.02 6.58 6.23
M eats 1.16 1.07 1.20
Eggs and milk 1.78 0.69 1.36
Vegetables 3.63 2.77 2.87
N uts and legumes 7.70 3.06 4.40
Fruits 0.47 0.32 0.46
Miscellaneous food item s 2.73 2.01 2.41
Prepared food 0.12 0.05 0.13
Alcoholic beverages - - -
Tobacco, betelnut - - -
Total of food 38.02 44.00 44.13
Source: BPS, 1987:3,27,33 (Table 1)
Note: Consumption of calorie and protein are calculated by using
'D aftar Komposisi B ahan M akanan", Directorate of N utrition 
M inistry of H ealth, Jakarta .
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Appendix - C
Q uestionnaire for M other^  
(Abridged and Translated)
1 Record number of people listed in the household schedule:Number of
people------
2 Record number of children age 5 years and under listed in the
household schedule. Number of children------
S ectio n  1: B ackground Inform ation
F irst I w ou ld  lik e  to ask  som e q u estion s abou t y o u rse lf and  your  
h ou seh o ld
3 Where did you come from originally? (a). The village (b).......- (skip to 6)
4 Have you ever been away for six consecutive months or more? (a) Yes; 
(b) No (skip to 7)
5 Where?------
6 Just before you moved here, where did you live? (a) Within kabupaten; 
(b). Other
7 What is your age ? (probe and correct as necessary).......- years
8 Have you ever attended school? (a) Yes; (b)No (skip to 10)
9 What was the highest level of school you attended? Y ear........
10 Can you read these sentences? (asked to read three sentences 
provided)
(1) No difficulties (2) With difficulties (3) Not able
11 Do you read a newspaper or magazine at least once a week? (a).Yes ; 
(b).No
12 Do you usually watch television?
(a).Yes, everyday (b).Yes, at least once a week (c).No
13 Do you usually listen to the radio?
(a).Yes, everyday (b).Yes, at least once a week (c).No
14 Apart from housework (e.g. childcare, cooking, washing etc.) do you do 
any other work ? (a) Yes; (b) No (skip to 14)
15 What kind of work do you do?........
1 Some questions were adapted from Demographic and Health Survey 
(DHS) Model Questionnaires for High Contraceptive Prevalence Countries.
2 5 3
16 Did your husband ever attend school? (a) Yes; (b) No (skip to 18)
17 What was the highest level of school he attended ? Year------
18 Can he read a letter or newspaper? (a).Yes; (b).No (skip to 20); (c).Don't 
know (skip to 20)
19 Does he read a newspaper or magazine at least once a week? (a) Yes; 
(b) No
20 What work does your husband do?------
C ondition  o f  th e  hou se  (Q.21 - Q.31 observe)
21 Main material of the roof
22 Main material of the walls
23 Main meterial of the floor
24 Floor a re a ------sqm
25 Floor area/hh member------sqm (Floor area : number of people live in
the household-Q 1)
26 Disposal of rubbish
27 What is the major source of drinking water for members of your
household?------
28 What is the major source of water for household use other than
drinking (e.g. washing, bathing)?------
29 What kind of toilet facility does your household have?........
30 Does your house have
-Electricity (a).Yes (b).No
- A radio (a).Yes (b).No
- A television (a).Yes (b).No
31 Does any member of your household own:
- A bicycle (a).Yes (b).No
- A motorcycle (a).Yes (b).No
- A car (a).Yes (b).No
- Other transport facilities-----
Now, I w ou ld  lik e a lis t  o f  a ll your in form ation  about your ch ild ren , 
w h eth er th ey  are still a live  or not, startin g  w ith  the first one you  
had.
32 What name was given to your first baby?........(name)
33 In what month and year was............... (name) born?
34 Is
254
(name) a boy or a girl?
35 I s ------(name) still alive?
36 If dead, how old w as--------(name) when he/she died?
37 If alive, is he/she living with you?
S ectio n  2: In form ation  o n  w om en's b e lie fs  about: C hildhood d isease , 
k n ow led ge and p ra c tice  o f  h ea lth  care an d  p reven tive  care, and  
k n ow led ge o f  foods an d  nutrition .
38 Can you give me a list of diseases that had afflicted your child(ren)?
39 Can you give me a list of diseases that had afflicted your neighbour's 
children but not your own Child(ren)?
40 Can you give me a list of diseases that you know had afflicted other 
children in the village but not your own child(ren)?
41 Had your child(ren) ever suffered from------? (name of the disease she
reported)
42 What are the symptoms of-------? (name of the disease)
43 How did your child(ren) get it? (her opinion about the transmission of 
the disease)
44 What did you do when your child suffered from —  (name of the 
disease)?
45 What is your opinion about the role played by —  (name of the disease) 
in mortality of children?
Note: R epeat Q.41 - Q.45 for each  d isease  sh e  m entioned .
46 What is the most dangerous disease among those you mentioned?
47 Why did you consider......... (name of disease) as the most dangerous
disease?
48 When a communicable disease (such as cold or measles) is in the 
village, do you forbid your children to go and play with other children?
49 Why did you forbid them? or Why did you not forbid them?
50 Did you isolate the sick children?
51 Why did you isolate them? or Why did you not isolate them?
52 Did you let your healthy children play with the sick children?
53 Why did you let them play together? or Why you did not let them play 
together?
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N ow , I w ou ld  lik e  to ask  about im m unization .
54 Have you ever heard of immunization (or any other term used for 
immunization in the study areas)?
55 What is the general function of immunization?
56 Can you give me a list of vaccine that should be given to a child?
57 Have you ever heard of:
BCG? DPT? Polio? Campaki measles)?
58 What is the function o f----- (name of vaccine)
59 At what age should a child be given----- (name of vaccine)?
60 How many times should a child be given — (name of vaccine)?
Note: R epeat Q.58 to Q.60 for each  type o f  vaccin e
N ow  I w ou ld  lik e  to ask  about foods.
61 Have you ever heard of empat sehat lima sempurna (or any other term 
for healthy food in the study areas)?
62 What is empat sehat lima sempurna (or any other term)?
63 Do you prepare these foods for your children?
64 Why did you prepare these foods for your children? or Why you did not 
prepare these food for your children?
65 Have you ever heard or knonw of any kind of food that was taboo for 
pregnant women?
66 What are they?
67 Why i s ..... (name of food) considered as taboo?
68 Do you believe on these taboo foods?
69 As far as you could remember, had you ever avoided these taboo food 
when you were pregnant?
70 During pregnancy, did you increase certain foods in your diet?
71 What kind of food did you add in your diet?
72 Why did you increase — (name of the foof) in your diet?
Note: R epeated  Q.65 - Q.72 for lactation .
S ection  3 : In form ation  about under five  years o f age  



























Name of the child---------
Age---- (in month - probes and correct when necessary).
Sex -—
Is he/she still alive 
Weight -—
Birth order —
Do you have a KMS (road to health growth card) fo r---- (name of the
child) ?
May I see it? (Look at the type and record dates of ch vaccine given and 
check with the record from Dasa wismas record or Health centre's 
record). If complete, skip to Q.93; If incomplete go to Q 87; If not 
received any vaccine skip to Q. 88
T ypes o f vaccin e  D ay M onth Year
BCG 
DPT 1
Polio 1 —   —
DPT 2
Polio 2 —   —
DPT 3
Polio 3 —   —
Measle —   —
Why h a s ----(name of the child) not had a complete immunization ?
Skip to 93
Has----ever had an immunization to prevent him/her from getting
disease (probe the possible mi sunder standing between immunization 
and general injection)?
How many times?
What kind of immunization did -— (name of the child) have ?
In what part of the body was the injection given?
Why has -........(name of the child) not had any immunizations ?
Has—  (name of the child) had diarrhoea in the last 24 hours?
H as..... (name of the child) had diarrhoea during the previous two
weeks?
Has —  (name of the child) had diarrhoea during the previous four 
weeks?
Did you still breastfeed----(name of child) when he/she had
diarrhoea?
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98 Did you continue to breastfeed---- (name of child)?
99 Why did you stopp breastfeeding---- (name of child) or Why did you
continue breastfeeding him/her?
100 What kind of treatment did you give your child for diarrhoea?
101 Did you seek any assistance for the treatment of diarrhoea? If yes, skip 
to 102
102 Why you did not seek any assistance?
103 To Where/to whom did you go for the treatment of diarrhoea
104 How much did the service cost?
105 How far was it? (respondent own judgment)?
106 How long did the treatment take?
107 Why did you go there? (name of service was sought)
Now I  would like to ask about Child feeding.
108 Did you feed colostrum (the term use in this question was the local 
name for colostrum) to —  ?(name of the child)
109 Why did you feed —  (name of the child) colostrum? or Why you did not 
feed —  (name of the child) colostrum?
110 Did you ever breastfeed---- (name of the child) at the breast? If yes
skip to 112
111 Why did you not breastfeed---(name of the child)
112 Are you still breastfeeding---- (name of the child)?. If the child dead,
skip to Q.119
If yes skip to Q. 114
113 Why did you stop breastfeeding--------(name of the child)?
114 While breastfeeding, did you also give---- (name of the child)
supplementary food(s)? If not, skip to Q. 118
115 How old w as............(name of the child) when you first introduced
supplementary food to him/her?
116 Why did you introduce supplementary food to ----(name of the child)?
117 What kind of supplementary food was given?
118 Why you did not give — (name of the child) supplementary food while 
breastfeeding?
Now, for the last set of questions I would like to ask you, your opinion on 
solid foods (for all mothers whether they had or they had not introduced 
solid foods to their children)
119 In your opinion, at what age should a child be given solid food?
120 Did you give —  (name of child) solid foods
121 At what age was -—(name of child) when you gave him/her solid food?
122 Compared to other children in your neighbourhood, for his/her age,
would you say th a t -------(name of the child) is healthy child? (the
purpose of ending the interview with this question was to recheck the 
reported condition of the child informally)
Appendix D
Health Campaigns' Pamphlet
N o .l: Anakmu Timbangna Saben Wulan. Bocah Sehat, Tambah 
Umur, Tambah Bobote (Javanese language)
Weigh Your Child Monthly. A Healthy Child, Gains 
Weight With Age
No.2 : Supaya Mripat Tetep Sehat. Bocah Kudu Diwenehi Sayur
Ijon-ijon kang Akeh lan Woh-wohan Kang Daginge Warna 
Kuning Abang. Wiwit Umur Setahun, Bocah Diwenehi 
Kapsul Vitamin "A" Siji Saben 6 Wulan Sepisan 
(Javanese language)
To Maintain Healthy Eyes. A Child Should be Given 
More Dark-Green Vegetables and More Yellowish/Reddish 
Fruits. A One Year Old Child, Should be Given 
Vitamin "A" Every Six Months.
No.3 : Nganti Umur 4 Wulan Bayimu Susonana Thok. Susonana 
Genti Genten. Saka Susu Kiwa lan Saka Susu Tengen. 
(Javanese language)
For the First Four Months, Give Your Baby Breastmilk 
Only. Changes, from Left Breast Turn to Right Breast
No.4 : Patokan Pangan Kanggo Bayi Umur 5 Wulan Nganti 
8 Wulan. Saka Susu Kiwa lan Saka Susu Tengen. 
Dulangen Bubur Campur Sedina ping 4. (Javanese 
language).
A Guide to Food for Five Months - 8 Months Baby. Keep 
Breastfeeding from Left Breast Turn to Right Breast. 
Feed Him/Her Mixed Porridge Four Times a Day.
No.5 : Apa Bahaya Diare/Mencret?
Tidak Disiram....Kurang Cairan......Layu.... Mati
Mencret....Kurang Cairan.... Layu.... Mati
Ingat: Kematian Akibat Mencret Disebabkan oleh Kurang 
Cairan (Indonesian Language)
What is the Danger of Diarrhoea?
No Watering....Lack of Fluids.... Withered.... Died
Diarrhoea....Lack of Fluids.... Withered.... Died
Remember: Death from Diarrhoea is Cause by Lack of 
Fluids
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No.6 : Obat Rumah Untuk Mencret. Satu Sendok Teh Peres Gula 
Pasir. Seujung Sendok Teh Garam Dapur Halus. Satu 
Gelas Air Teh Atau Air Masak. Aduk Sampai Larut Benar 
(Indonesian language)
Home Treatment fo Diarrhoea. One Teaspoon of Sugar.
A Pinch of Salt. A glass of Tea or Boiled Water 
Mix Them Together.
No.7 : Panganing Bocah Kang Lagi Mencret. Nalika Lara:
Bayi Nganti Umur 4 Sasi, Susono Terns Kaya Adat 
Sabena; Umur 5 Sasi Nganti 2 Tahun, Kajaba Disusoni 
Wenehana Pangan Kang Lembut; Umur 2 Tahun Sakpenduwur 
Wenehana Pangan Kang Lembut. Yen Wis W aras, Wenehana 
Pangan Luwih Akeh Katimbang Adate. (Javanese 
language)
Food for Children who are Suffering from Diarrhoea:
Up to Four Months Breastfeed as Usual; Five Months- 
2 Years Breastfeed and Give Him/Her Soft Food; Two 
Years and Over, Give Him/Her Soft Food 
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